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Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient’s responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 
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new 


Librium, in 100-mg ampuls, is now 
available for parenteral administra- 
tion. Librium Injectable provides 
prompt symptomatic relief of alco- 
holic agitation, delirium tremens, 
hallucinosis, schizophrenic motor 
excitement, agitated depression, 
paranoid reactions and drug with- 
drawal reactions. The parenteral 
route may be preferred for rapid 
control of acute anxiety, hyperac- 
tivity, hysteria, phobia and panic 
reactions, or other acute emotional 
disturbances where oral adminis- 
tration is impractical. 

Consult literature and dosage infor- 
mation, available on request, before 
prescribing. 


7-chloro-2-methylamino-5-pheny!-3H-1,4- 


fa ROCHE benzodiazepine 4-oxide hydrochloride 


LABORATORIES Division of Hoffmann-La Roche Inc. 


for rapid control 
of acute emotional 
disturbances: 
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AN OFFICIALLY APPROVED INSTRUMENT 
WHICH HAS ALSO WON POPULAR APPROVAL. 


the REITER 


for 
UNEQUALLED EASE 
OF OPERATION 

in 

A.C. SHOCK THERAPY 


SAFE 

The Mot-ac 1, provides the highest degree of complete electrical 
isolation, by far exceeding official code requirements, to assure the 
maximum in safe operation. 


EFFECTIVE 

Clinical results have been uniformly excellent. Side effects are auto- 
matically reduced. The MoL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 
The Mot-ac 11 provides a highest initial current to initiate seizure 
ttern with an automatic reduction to safe low voltage in every case. 
nstantly and automatically re-set for repeated treatments. With the 
Mo -ac 11, doctors report they are now certain of full seizure each 
treatment even with large doses of muscle relaxants. 


EASY TO USE 

Controls are simplified — one 3-position current intensity dial and 
one treatment switch. Just plug in ordinary AC current and the MoL-ac 
11 is ready for immediate use. The MoL-ac 11 has a handsome walnut 
case. Attractively priced at $100.00 complete with finest physician’s 
bag of genuine leather and attachments. 


DURABLE 
Ingenious design with only one moving part. Remarkable freedom 
from service requirement. 


Also available—Reiter Model SOS, the advanced, most effi- 
cient instrument combining the strongest convulsive UNIDIREC- 
TIONAL currents with powerful yet gentle sedative currents. 
(Many additional features included.) Literature on request. 


REUBEN REITER, Se.D. 64 WEST 48th ST., NEW YORK 36, N. Y. 
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the antidepressant with a significant difference: 
given orally or parenterally, HLAVIL provides 
PROMPT relief of associated anxiety, tension, 

and insomnia followed by control of 


*Some depressed patients respond within 5 to 10 days, white 
: underlying dep e€ssion others may require up: to two weeks or longer to obtain benefit. 


| : SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS : 


Ee ea single agent (not 2 combination of compounds) 2 
effective in all types of depression... particularly 


useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@: may be used in ambulatory or hospitalized patients 
@ hot an amine oxidase (MAO) inhibitor 
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SYMPOSIUM ON DEPRESSION 


with Special Studies of a New 
Antidepressant, Amitriptyline 


A SCIENTIFIC MEETING 


FINDINGS 


INVESTIGATOR 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 


DUNLOP, EDWIN: 


ie ; we seme of usefulness in reducing tension, agitation and anxiety, as well as 
a depression in in relieving the depressive quality of the illness. Amitriptyline 
private practice. appears ... to combine better than any other antidepressant drug 


| the successful treatment of anxiety at one end of the scale and 
| depression at the other. Experience in the past has shown us that, 


when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 

“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“ Ee BENNETT, DOUGLAS: “In those cases showing a good response, early and dramatic 
te Treatment of improvement in sleeplessness resulted and many patients noted 
ips danvecsive states a feeling of relaxation. The ability of some patients to reduce their 
2 =P Scag 5 night sedatives after only a month’s treatment was unique in my 
i with amitriptyline. experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage * 
of cases (60-75).” 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 
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This sy posium was published in 
Diseases of the Nervous System, 
Seotia ion nT May 1961) 


INVESTIGATOR FINDINGS 


AYD, FRANK J., JR.: “Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 


ete discomfort in patients than those of imipramine. 


antidepressants. 

“... Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


IMPROVED PARTIALLY UNIMPROVED 
IMPROVED 


50 AMITRIPTYLINE 50 50 
IMIPRAMINE >> 
NIALAMIDE 


—— 40 PHENELZINE——p— 40 
ISOCARBOXAZID — 


ISOCARBOXAZIO | 
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EXCERPTS FROM A 
SYMPOSIUM 0 
DEPRBSSIO. 


(continued) 


INVESTIGATOR FINDINGS 


Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


DORFMAN, WILFRED: | “In evaluating the effectiveness of amitriptyline in all these dif- 


“Compared to other energizer compounds, particularly the hydra- 
zines, amitriptyline appears to be relatively nontoxic. The labo- 
ratory reports for the most part remained within normal limits. 
Occasionally, abnormal readings were reported, but these 
appeared only sporadically and were not related to any clinical 
findings.” 


FELDMAN, PAUL E.: 
Psychotherapy and 
chemotherapy 
(amitriptyline) | 
| 


of anergic states. 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression: neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
‘psychomotor retardation; ‘functional somatic complaints; foss of interest; feelings of guift; anorexia. May be used 
whether the emotional Seeuey is a manifestation of neurosis or psythosis;'. and in ambulatory or hospitalized 


we USUAL ADULT. DOSAGE: Tablets ~ initial dosage 25 #650 me. three times acday, depending on body weight, severity, 
Re and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
‘ ai improve tapidly, although many. depressed patients require four to six weeks of therapy before obtaining antidepressant 
tf response. For. the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg: daily. In the hospitalized 


patient, a daily dosage up to 300 meg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underiying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


=z The natural course of depression: is often many months in duration. Accordingly, it is appropriate to continue mainte- 

s nance therapy for at feast three months after the patient has achieved satisfactory improvement in order to lessen the 

Pe possibility of relapse, which may occur if the patient's depressive cycle is not complete. In the event of relapse, 

therapy with ELAVIL may be reinstituted. 

ee ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO ~~ 


inhibitors. Thus, in patients who Rave been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
E effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agratiulocytosis, or extrapyra- 
eri midal symptoms has been noted. Side effects with ELAVIL are seidom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, éxcitement, hypotension. fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg:, in bottles of 100 and 1000. Injection {intramuscular), in 10-cc. vials, each cc. 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propy!paraben, aod 
‘water for injection q.s. 

REFERENCES: 1. Ayd, Psychosomatics 1-320, Nov-Dec. 1960. 2. Dorfman, Psychosomatics 1:153, May-June 1960, 
3. Barsa, J. Ay and Saunders, 3. Gisam. 3. Psychiat. 117:739, Feb. 1961. 


Before p ibing or admin @ ELAVIL, the phibsicdon should consult (he deteiled intormation-on use accompanying the package or available on request, 


Qo. MERCK SHARP. & DOHME, DIVISION OF MERCK & CO,, INc., WEST POINT, PA. 


ELAVIL 18 A TRADEMARK OF MERCK & 
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brand of imipramine hydrachloride 


\Ithough depression is a common of 

component of problems seen in medical hydrochloride: Tablets of 25 mg. and 
practice, the classical symptoms of __ tablets of 10 mg. for geriatric and 
depression are seidom obvious. Much adolescent use; also, ampuls for 
more frequently, depression lurks in —_ intramuscular administration only, ea c 
the background...is often masked by containing 25 mg in 2 cc. of solution 
physical symptoms such as fatigue, 1 

nsomnia, poor appetite and weight 

neg frequently detectable’ only by 
questioning. 


picture, Tofranil or “eliminates 
in 80 per cel 
Geigy Pharma 
Division of Geigy Chemical Corporation 
New TO594-61 


ANNOUNCING THE FIRST 


Symbols of the Age of Tension/Anxiety 
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LISTICA by ARMOUR allays TENSION/ANXIETY... 


maintains acuity... promotes eunoia™... 


facilitates somatic diagnosis and therapy 
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SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


UISTICA—Hydroxyphenamate, Armour, 


LISTICA 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension/anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“‘a normal mental state.” It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies!* in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"!5 Listica has 
produced no serious side effects. Less than 4% of patients experienced any side - 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few.days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 


1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arch. de Pharmacodynamie; 2Hubata, J.A., and Hecht, R.A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinical Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: 
Experience with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Alexander, L.: Effect of 
Hydroxyphenamate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the 
Nervous System, Sept., 1961; 6Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moder- 
ate Anxiety States. /bid; 7Cahn,M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Derma- 
tological Therapy. /bid; 8Davis, O. F.: On Use of Hydroxyphenamate in Anxiety Associated with 
Somatic Disease. /bid; 9Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquil- 
izer Drug (Listica). /bid; 19Friedman, A. P.: Pharmacological Approach to Treatment of Headache. 
Ibid; 11Greenspan, E. B.: Use of Hydroxyphenamate in Some Forms of Cardiovascular Disease.| /bid; 
12Lunde, F., Davis, J., and Gouldmann, C.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. 
Ibid; 13McLaughlin, B. E., Harris, J., and Ryan, F.: Double Blind Study Involving ‘‘Listica,” Chlordi- 
azepoxide, and‘‘Placebo” as Adjunct to Supportive Psychotherapy in Psychiatric Clinic. /bid; 14Bastian, 
J. W.: Pharmacology and Toxicology of Hydroxyphenamate. /bid; 5Bossinger, C. D.: Chemistry of 
Hydroxyphenamate. /bid. 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe ‘‘Hydroxyphenamate, Armour.” 


© 1961, A.P. CO. *Stedman's Medical Dictionary 
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alone, depressed, and anxious 
th no language but a cry.” 


Alfred, Lord enny, 


requirements of psychother- 
apy. Full dosage infec 
available on re- 
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HISTO. 


DISEASES Nervous System 


A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Currently there is great controversy as to 
which psychotherapeutic faith is the true be- 
lief. Indeed, there are those who question 
that psychotherapy of any sort is beneficial. 
After reviewing the literature on the effec- 
tiveness of psychotherapy, Eysenck (1952, 
1961), a British psychologist, concluded that 
the available data failed to prove “that psy- 
chotherapy, Freudian or otherwise, facili- 
tates the recovery of neurotic patients.” Be- 
cause Eysenck is an academic psychologist, 
we clinicians can easily dismiss his criti- 
cisms with the suggestion that he stick to 
running his rats through mazes and leave 
the treatment of patients to us. If we are 
psychoanalytically inclined, we can probably 
also ignore Raimy’s (1950) description of 
psychotherapy as ‘an unidentified technique 
applied to unspecified problems with unpre- 
dictable outcomes. For this technique we 
recommend rigorous training.” 

Criticisms leveled specifically at psycho- 
analytic treatment are even more pointed 
and some are so telling that they cannot 
properly be ignored by even the most ardent 
Freudian. One critic states: “An analyst, 
let us say, of established prestige and senior- 
ity, produces a paper advancing some alleged 
discovery. . . . Given sufficient enthusiasm 

..or | just plain dogmatism on the part 
of the author, the chances are... this... 
alleged discovery will... be quoted ... until 
it [becomes] an accepted conclusion [and] 

. is ultimately canonized with the sancti- 
fying phrase ‘as so and so has shown.’ In 
other words an ipse dixit acquires the valid- 


From Austen Riggs Center, Inc., Stockbridge, 
Massachusetts. 

Presented at the second annual meeting of the 
Titus Harris Society, Beaumont, Texas, September 
16, 1961. This paper results from a research pro- 
gram supported by grants from the Rockefeller 


Brothers Fund and the Ford Foundation. 


Recent Developments in Psychoanalytic Research 
ROBERT B, WHITE, M.D. 


ity of an attested conclusion on hearsay evi- 
dence only.” This critic is no academic psy- 
chologist like Eysenck; neither is he a skep- 
tical neurosurgeon like Percival Bailey 
(1956), nor an unreconstructed organicist 
like Sargant (1961) who flail away at psy- 
choanalysis at every opportunity. He is Ed- 
ward Glover (1952), as orthodox a Freudian 
as ever sat beside a couch. Similar criti- 
cisms by another outstanding analyst, Law- 
rence Kubie (1949, 1961) have helped to 
stimulate many of the current systematic 
studies of psychoanalysis and psychotherapy 
by means of sound movies and independent 
observers. 


Psychotherapy is not the only type of psy- 
chiatric treatment that has been called to ac- 
count in recent years. Double-blind studies 
have questioned the effectiveness of a num- 
ber of other treatment methods, including 
some of the psychotropic drugs which were 
described only a few years ago as “miracle 
drugs.” For example, only a short time 
after Robie (1958) hailed Marsilid as the 
best news of the year for psychiatry, the 
study by Cole and Patterson (1959) con- 
cluded that “there is no difference in the ef- 
ficacy of [Marsilid|, of an inert placebo, or 
of psychotherapy in the treatment of depres- 
sion as a symptom.” Alexander’s report 
(1958) that Deprol is an effective treatment 
for depression has been disputed by Bellak, 
et al. (1961). Insulin coma therapy and 
carbon dioxide narcosis have recently been 
investigated by carefully done double-blind 
studies. Ackner, et al. (1957), found that 
acute schizophrenics respond just as well to 
repeated comas induced by barbiturates as 
they do to comas from insulin. Hawkings 
and Tibbetts (1956) reported identical re- 
sults in neurotic patients who inhaled or- 
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dinary air from a pressure tank as in those 
who were narcotized by inhaling carbon di- 
oxide. 

My emphasis on these reports of skeptics 
is not because I am a therapeutic nihilist or 
an apologist for psychoanalysis. If anything, 
I err in the opposite direction on both issues. 
I mention them in order to stress the need 
for maintaining a constructively critical at- 
titude toward all forms of psychiatric treat- 
ment—drugs, shock therapy, psychoanaly- 
sis, or whatever. For example, the recent 
emphasis on the placebo effect, better called, 
I believe, the hope-faith effect, challenges 
many of our assumptions about various 
forms of psychiatric therapy. The idea that 
hope and faith induced in the patient by the 
faith and hope that the doctor has in his 
particular method of treatment is, of course, 
not a new idea. However, the current trend 
of systematic investigation of the phenom- 
enon is new. 

Cotton’s cure for schizophrenia which was 
the sensation of the meeting of the Ameri- 
can Psychiatric Association in 1922 is a 
sobering example of the consequence of ig- 
noring the power of the hope-faith effect. 
Cotton (1922) claimed that he could cure 
80% of the schizophrenics in state hospitals 
through the elimination of foci of infections 
by radical surgical excision of teeth, tonsils, 
gall bladders, cervices, seminal vesicles, and, 
all else failing, the entire large colon. An 
independent evaluation by Greenacre (1948) 
showed that after five years there were 
fewer remissions and recoveries among the 
treated patients than among those who re- 
ceived only custodial care. She concluded 
that Cotton’s enthusiastic research project 
had benefited patients by implanting an in- 
fectiously hopeful attitude in the staff ra- 
ther than by removing foci of infection from 
patients. She commented: “Most impres- 
sive ... was the influence of the therapeutic 
wish ambition, and enthusiasm of the di- 
rector of the hospital on the majority of his 
staff who were devoted to and identified with 
him. The place hummed with pleasant in- 
spiration.” 

A carefully done study by Feldman (1956) 
on the effect of Thorazine on chronic psy- 
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chotics emphasizes the importance of the 
psychiatrist’s enthusiasm or _ pessimism 
about a given method of treatment in deter- 
mining how his patients will respond to it. 
Doctors who believed in the drug usually 
got good results; for example, one optimist 
obtained a significant improvement in 77% 
of his patients. Doctors who had no faith 
in the drug got poor results; for example, 
one pessimist obtained improvement in only 
10% of his patients. 


The increase in attention given to patients 
and the increased sense of hope among pa- 
tients and staff that occur when a research 
project is begun on a ward may have a pow- 
erful therapeutic effect, as shown by Cot- 
ton’s experience and by the more recent 
studies by Frank (1952), Rashkis and Smarr 
(1957), and others. 


Curiously enough, it is an anesthetist, 
Beecher (1955, 1956, 1960, 1961), who has 
done some of the most outstanding work on 
the placebo, or hope-faith effect. In a re- 
markable double-blind study of the effective- 
ness of ligation of the internal mammary 
artery for the treatment of angina pectoris, 
Beecher (1961) found that whether the ar- 
teries were ligated, or whether the patient 
received only an anesthetic and skin incision, 
the results were identical both as to sub- 
jective improvement in symptoms and objec- 
tive improvement in the electrocardiogram 
and exercise tolerance. 


Among psychiatrists, Jerome Frank has 
been one of the most active investigators of 
the placebo effect. In his recent book (1961) 
he reviews a number of studies of this phe- 
nomenon, including his own project (Rosen- 
thal and Frank, 1956; Gliedman, et al., 
1958). He refers to a particularly haz- 
ardous-sounding experiment performed by 
Volgyesi (1954) on patients who were 
treated only with hypodermics of distilled 
water during hospitalization for bleeding 
peptic ulcer. Of those patients to whom a 
physician gave the injection with the assur- 
ance that it was a new, very effective medi- 
cine, 70% became symptom-free for over a 
year. Of those patients to whom a nurse 
gave the injection with the comment that 
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it was an experimental drug of unknown 
effectiveness, only 25% significantly im- 
proved. These and other papers on the pla- 
cebo effect by Wolf and Pinsky (1954), La- 
sagna, et al. (1954), Shapiro (1959), and 
others, raise many challenging questions 
that are relevant to psychiatry and espe- 
cially to psychotherapy. 

We need not feel ashamed, as we some- 
times tend to do, if research shows that the 
hope-faith effect is an important aspect of 
all psychiatric treatment. Karl Menninger 
has emphasized (1959) that a sense of hope 
is crucial in our work. Indeed, hope is es- 
sential for life itself; as Richter (1957) and 
Cannon (1957) have shown, without hope 
people and experimental animals die. 

Psychoanalysts assume that their method 
of treatment involves a good deal more than 
inducing hope and faith in patients. In fact, 
psychoanalysis was developed out of dissat- 
isfaction with hypnotic suggestion—a treat- 
ment based largely on the patient’s faith. 
Until recently there have been no data avail- 
able about the nature of the very complex 
process of psychoanalytic treatment except 
accounts given by the doctors who conducted 
the treatment, and they are admittedly par- 
tisan reporters. This state of affairs has 
caused Kubie (1961) to feel that a nonpar- 
ticipant observer is mandatory for an ob- 
jective study of any psychotherapy. Lack 
of data about the psychoanalytic process 
acceptable to nonanalysts has created much 
of the acrimony and confusion between pro- 
ponents and opponents of psychoanalysis. 
Sternberg, Chapman, and Shakow (1958), a 
group sympathetic to psychoanalysis, com- 
ment: “In the absence of objective data, 
psychoanalytic concepts remain striking 
speculations not open to definitive study. It 
becomes meaningless to think in terms of 
... [a single] process [of therapy], since 
one therapist does not really know what the 
next one does except through partial and 
somewhat distorted reports, and the effects 
of the method cannot be determined.” In 
considerable measure this lack should be 
remedied in the coming few years as the re- 
sults of a number of new, well-organized re- 
search studies on psychoanalytic treatment 
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become available. Noteworthy among these 
are the study by Leary and Gill (1959), the 
study by Shakow, Cohen, and others at 
NIMH, the work of Brody (1959), Scheflen 
(1961), English (1961), and colleagues, at 
Temple University on John Rosen’s (1946, 
1947, 1953) controversial technique of di- 
rect analysis of psychotics, and the very 
sophisticated psychotherapy research proj- 
ect of the Menninger Foundation conducted 
by Robbins, Wallerste:n, Sargent, and others 
(1956, 1958, 1960). 

Other studies directly or indirectly bear 
on the question of psychoanalytic theory, ra- 
ther than on practical matters of therapy. 
Particularly relevant are the experimental 
studies on sensory deprivation, subliminal 
perception, and dream deprivation. As my 
colleague, Stuart C. Miller (in press), has 
shown in a comprehensive review of the lit- 
erature, much of the recent work on sensory 
deprivation is of direct pertinence to psy- 
choanalytic ego-psychology, especially to 
Rapaport’s concept of the relative autonomy 
of the ego (1951, 1958). Among the out- 
standing reports on sensory deprivation are 
those of Azima and Cramer (1956), Bexton, 
Heron, and Scott (1954), Doane, Mahatoo, 
Heron, and Scott (1959), Goldberger and 
Holt (1958), Heron, Doane, and Scott 
(1956), Lilly (1956), Scott, Bexton, Heron, 
and Doane (1959), Shurley (1960). The re- 
ports of Klein (1959 a, 1959 b), Fisher and 
Paul (1959), and others, emphasize the iz:- 
portance of recent experiments on sublim- 
inal perception that bear out several basic 
psychoanalytic assumptions about uncon- 
scious mentation and dream formation. The 
work of Dement (1960) on dream depriva- 
tion supports the basic psychoanalytic prop- 
osition that dreaming plays an important 
part in maintaining our psychic equilibrium. 
Any discussion of work on psychoanalytic 
theory would, of course, be incomplete with- 
out mention of Rapaport’s two recent com- 
prehensive surveys of this field (1960 a, 
1960 b). 

Clinical research relevant to, but not di- 
rectly about, psychoanalytic psychotherapy 
includes the work of Gill and Brenman 
(1959) on hypnosis, Erikson’s (1950, 1958, 


| 
| 
} 
| 
| 
ae 
j 
; 
1 
H iss 
: 
i 


612 


1961) delineation of the psychosocial stages 
of ego-development, the work of Burnham 
(1961) and his colleagues at Chestnut Lodge 
on the social-psychological aspects of hospi- 
talization, and the studies at Riggs by Miller, 
Talbot, Polansky, and myself on the devel- 
opment of a therapeutic community in a 
psychoanalytic sanitarium (White, 1952 a, 
1952 b, 1953, 1955; Polansky, et al., 1955, 
1957; Talbot, et al., in press). 

Of these various studies, I will discuss in 
detail] the NIMH and the Menninger projects 
on the nature of psychoanalytic psychother- 
apy, the experiments on subliminal percep- 
tion, the work at Riggs on the therapeutic 
community, and Dement’s work on dream 
deprivation. 


Psychotherapy Research Project of the 
Menninger Foundation 


This is a study of 42 patients, half of 
whom have been treated by formal psycho- 
analysis and half by psychoanalytically or- 
iented psychotherapy. The data used in the 
study are gathered at three different points: 
before treatment begins (designated the ini- 
tial study), shortly after treatment ends 
(the termination study), and two years af- 
ter treatment (the follow-up study). The 
initial study is based on the clinical infor- 
mation routinely gathered during the diag- 
nostic evaluation of patients at the Mennin- 
ger Foundation. These clinical data are de- 
rived from intcrviews with the patient, in- 
terviews with his family, and diagnostic psy- 
chological tests. This material is gathered 
by the clinical staff, not by the research 
team. Only after therapy is concluded does 
either the patient or the therapist know that 
the case is included in the research study. 
Thus, the research staff has no part in, or 
influence on, the treatment of patients. Nei- 
ther therapist nor patient is burdened with 
the potentially distressing knowledge that 
the case will be subject to scrutiny by out- 
siders, and therapy can proceed undistorted 
by research observations. (In this regard 
the Menninger project differs from the 
NIMH and Temple studies, in which both 
patient and therapist know that the sessions 
are being observed or photographed. ) 
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When therapy is concluded, the patient, 
his immediate family, his therapist, and his 
therapist’s supervisor, are interviewed by 
the research team. In addition, the research- 
ers review the clinical notes made by the 
therapist in the course of treatment, and re- 
administer diagnostic psychological tests to 
the patient. These are the sources of data 
for the termination study. The follow-up 
study takes place two years after treatment 
ends and is based on interviews by the re- 
search staff with the patient and sometimes 
with his relatives, friends, and employers, 
and another administration of diagnostic 
psychological tests. 


Before treatment begins, one group of re- 
search workers, using the data obtained 
from the regular procedures for clinically 
evaluating the patient, organizes those data 
into three categories: 


1. Patient Variables, those factors in the patient’s 
personality and type of illness that are postulated 
to be important for treatment and its outcome. 


2. Situational Variables, factors and events in the 
patient’s life situation that will have a significant 
influence on the course and outcome of the therapy. 


3. Treatment Variables, specific therapeutic tech- 
niques and the personal attributes of the therapist 
that will influence the process and form the climate 
of the interactions between patient and therapist. 


In outline form here are all of the points 
covered in each of these categories. In ap- 
plying these categories to clinical data, the 
research staff uses a manual that carefully 
defines the meaning of each. 


Patient Variables 


I. Sex and age 
II. Anxiety and symptoms 


1. Anxiety 

2. Symptoms 
3. Somatization 


. Depression and guilt feelings 
a. Depression 
b. Conscious guilt 
c. Unconscious guilt 


5. Alloplasticity 


III. Nature of conflicts 


1. Core neurotic problem 
2. Current life problem 
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IV. 


VI. 


VII. 


VIII. 
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Ego factors (and defenses) 


. Self-concept 

. Patterning of defenses 
. Anxiety tolerance 

. Insight 
Externalization 

. Ego strength 


. Capacities factors 


1. Intelligence 

2. Psychological-mindedness 

3. Constitutionally endowed aspects of ego 
strength 

4. Capacity for sublimations 


Motivational factors 


1. Honesty 

2. Fee 

3. Extent of desired change 
4. Secondary gain 


Relationship factors 

1. Quality of interpersonal relationships 
2. Transference paradigms 

Reality factors 


1. Presence of “neurotic life circumstances” 

2. Adequacy of finances to the treatment re- 
quirements 

3. Attitudes of significant relatives 

4. Physical health 


Situational Variables 


. Situational factors 


A. Background 
1. Cultural 
2. Religion, ethics and values 
3. Education 
B. Interpersonal Relationships 
1. Family relationships (parental) 
2. Family relationships (own family) 
3. Friends, coworkers, colleagues, etc. 
C. Marital-sexual 
D. Living situation 
1. Home arrangements 
2. Financial 
3. Responsibilities 


E. Occupation 
1. Stability 
2. Occupational demands 
3. Compensation 
F. Community and leisure time 
1. Recreation and avocation 
2. Group participation 
3. Civic and cultural activities 


G. Physical 
1. Appearance and physique 
2. Handicaps 
3. Somatic illness 
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II. Each of these situational factors is evaluated 


in respect to the following psycho-situational 

dimensions: 

. Degree of relevance in the individual life 

. Amount of stress 

. Degree of support 

. Degree in which the situation is a crucial 

conflict area 

E. Extent of opportunity for self-realization, 
growth, autonomy 

F. Congruence of the situation to needs, in- 
terests, capacities 

G. Degree of situational mutability 
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Treatment Variables 


. Formal elements of the treatment 


A. Treatment modality 


1. Variations determined by the nature of 
the patient’s illness 

2. Variations determined by reality events 
3. Variations determined by the therapist 
4. Variations determined by the supervisor 

B. Treatment instructions, general and special 

C. Special external circumstances that affect 
the treatment course 

D. The basic techniques of the treatment 

. Suggestion 

. Abreaction 

. Manipulation 

. Clarification 

. Interpretation 


of WN 


E. Types of subject matter 
1. The patient’s past life and memories 
2. Reconstructions and memories of the 
conflicts of infancy and childhood 
. The patient’s current life situation 
. The events of the treatment hour 
Dream and fantasy material 
. Style and form of the patient’s expres- 
sion 
7. Accompanying affect of the patient’s ex- 
pression 
F. The goals of the treatment 


1. The goals of the patient 
2. The goals of the therapist 
3. Changes in goals 
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The process of treatment 


A. Life of the patient during treatment 

B. Significant new history 

C. Course of treatment 

. Major themes 

. Major transference paradigms 

. Changes in symptoms 

. Changes in impulse-defense configura- 
tions 

5. Changes in manifest behavior patterns 

6. Structural changes in the ego 
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7. The acquisition of insight, and its re- 
lation to changes in attitudes towards 
the self, others, things, and the illness. 

8. Style and form of communication 


D. Termination of treatment 

III. Variables in the therapist and the climate of 
the patient-therapist interaction 
A. Qualities of the therapist 


1. Skill and experience 

. Need for supervision and how he uses it 
. Personal style and attitudes 

. Countertransferences 

5. Age and sex 


B. Climate of the therapy 
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Having organized their data in this man- 
ner, the research group then makes a com- 
prehensive formulation of the importance 
of the data from each category of this out- 
line for the outcome of the case. They next 
make a set of clinical predictions about the 
following points: 


1. Treatment recommendations 
(1) Counseling 
(2) Supportive psychotherapy 
(3) Expressive psychotherapy 
(4) Psychoanalysis 


2. Nature of problems to arise in therapy 


(1) Transference issues that will occur 
(2) Resistances that will be encountered 
(3) External events that will influence therapy 


3. Prognosis 


(1) Changes in symptoms 

(2) Changes in adaptive pattern 

(3) Acquisition of insight and its relation to 
changed attitudes to self, others, things, ill- 
ness 


4. Over-all prognostic and predictive statement 


(1) Global estimate of outcome 
(2) Health-sickness rating scale and predicted 
changes in that rating 


At the time of the termination study still 
further predictions are made: 


1. How will the patient fare between termination 
and the follow-up study two years later? 

2. How will he deal with the major events that are 
expected to confront him after treatment ter- 
minates ? 


These clinical formulations and _ predic- 
tions, with the reasons for making them, are 
written in essay style. Finally, these clini- 


cal formulations and predictions are con- 
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verted into a set of formalized predictions 
which are cast as questions to which a yes 
or no answer can be given. In addition, each 
formalized prediction is accompanied by a 
statement of what evidence will be consid- 
ered necessary to support or refute it. In all, 
for each patient about 70 different variables 
are assessed, and about 60 specific predic- 
tions are made. 


By formulating systematic and explicit 
predictions from the clinical data, by mak- 
ing explicit the assumptions on which each 
prediction is based, by stating exactly what 
evidence will be acceptable to refute or con- 
firm each prediction, and by executing all 
three of these steps before treatment is even 
begun, the research design forestalls the 
greatest evil that besets clinical research, 
that of post hoc reasoning by which almost 
any outcome can be explained. 


The attitude with which these researchers 
have approached their task is especially 
noteworthy. They are not attempting to 
prove that psychoanalytic treatment is bet- 
ter than other forms of treatment. They are 
attempting only to see if a group of expe- 
rienced analysts using readily available clin- 
ical data can make valid predictions about 
the course and outcome of psychoanalytic 
treatment, and if these predictions, the in- 
correct as well as the correct, can clarify 
the complicated processes of psychotherapy. 
Having stated in advance both what their 
predictions are and how they were arrived 
at, the researchers are in a good position to 
retrace the steps in their reasoning. By re- 
tracing their steps they hope to learn as 
much from their incorrect predictions as 
from their correct ones, In summary they 
state, “the goal of this project ... is the 
development of a consistent and comprehen- 
sive set of hypotheses about . . . psychother- 
apy which can subsequently be verified, re- 
futed, or modified in detail.” They hope 
thereby “to achieve a comprehensive set of 
propositions . . . that will allow the setting 
up of experiments and .. . of process and 
outcome studies that will systematically test 
these propositions” (Wallerstein and Rob- 
bins, 1960). 
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This project, begun in 1954, is still in- 
complete, To date the initial study has been 
completed on all 42 patients, the termination 
study on 21 patients, and the follow-up 
study on 11 patients. Although the final re- 
sults and conclusions of the study will not 
be available for several years, here are some 
of the notable preliminary findings. 


1. In the hands of experienced clinicians, clinical 
data can be used to make meaningful predictions 
about psychotherapy. 

2. Clinical data can be organized so that quanti- 
tative as well as qualitative analyses of them are 
possible (an aspect of the total research design into 
which I have not gone because of limitations of 
space). 

3. Patients are surprisingly willing to participate 
in intensive research interviews despite anxiety 
caused by such interviews. 

4. If performed tactfully by skilled clinicians, in- 
tensive research interviews have not been harmful 
to patients. 

5. The clarity with which patients can describe 
what it was in their treatment that helped them 
does not necessarily correlate with the degree of 
benefit the patient has obtained. For example, some 
very inarticulate patients, who were definitely ben- 
efited by therapy, could only make such comments 
as, “I don’t know what it was that made me change. 
I don’t even remember what we were talking about 
most of the time. But after a while I began to feel 
and act differently.” Other patients who were 
much less benefited were able to speak in vivid 
detail about the events of treatment with what 
seemed to be a good grasp of the meaning of those 
events. 

6. Some patients who were treated with suppor- 
tive psychotherapy without achieving much, if any, 
insight, had considerable relief from symptoms, less- 
ening of disordered patterns of behavior, and growth 
of personality, although they were often totally 
unable to describe how this improvement had taken 
place. 

7. Both the patient and the therapist are more 
willing to discuss the treatment freely with the re- 
search team if they feel that it was successful. If 
they were disappointed with the outcome, their ac- 
counts of what occurred in treatment tend to be 
halting, disjointed, and full of glaring inconsisten- 
cies. In such circumstances both the patient and 
the therapist usually talk more about their disap- 
pointment and frustration with the results than 
about what actually happened within the treatment 
itself. 

8. Such a research study is threatening to the 
therapist who treats the patient. He almost always 
feels his professional ability and his personal worth 
are being made vulnerable to criticism by the re- 
searchers. 
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N.I.M.H. Project 


At the National Institute of Mental Health, 
Robert Cohen, David Shakow, and their as- 
sociates have made sound movies of each of 
the 500 sessions of a psychoanalytic treat- 
ment of one patient, a treatment conducted 
by an experienced analyst who does not par- 
ticipate in the research at all except by offer- 
ing himself, his patient, and his method of 
treatment as the object of study. This mi- 
croscopic study of psychotherapy contrasts 
greatly with the more macroscopic approach 
of the Menninger project. This use of sound 
movies as a research tool was first suggested 
by Kubie (1947). 


In a recent report on this project, Robert 
and Mabel Cohen (1961) state that so far 
only the first ten of the 500 hours of the to- 
tal treatment have been reviewed and ana- 
lyzed. The film for each of these ten hours 
was viewed about eight times in order to de- 
velop adequate concepts and methods by 
which to study the entire set of films. Some- 
what facetiously they note that at the pres- 
ent pace the study would last for about 25 
years longer. 


This kind of research intrudes severely 
into the intimacy and privacy of the relation 
of patient and therapist, a problem that has 
been studied by Sternberg, Chapman, and 
Shakow (1958) and by Shakow (1960). Sur- 
prisingly enough, most patients feel little ap- 
prehension at having their privacy invaded 
by qualified professionals. Therapists, on 
the other hand, experience considerable ap- 
prehension, at least initially. Sternberg et al. 
report that after a first exposure to the cam- 
era a therapist stated: “When I got into the 
room, I didn’t know [why] .. . but I had 
anxiety. I was shaking and I was more con- 
cerned about the camera picking it up than 

. . With the patient.” The therapist noted 
that his anxiety soon abated, but added: 
“The patient actually was much less anxious 
than I was.” In all, the interactions be- 
tween patient and therapist do not seem to 
be seriously altered, or disrupted, by sound 
movies. 


Cohen and Cohen noted that this type of 
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research approach creates difficulties for the 
observers as well as for the observed: “‘De- 
spite our knowledge that the results of our 
[own] psychotherapeutic endeavors are at 
best only encouraging . . . we are capable of 
feeling outraged at the bumbling efforts of 
our colleague who has been bold enough to 
expose himself to our scrutiny.” Others en- 
gaged in similar work react in the same 
way, and the Cohens feel this might explain 
why the literature is so rich in provocative 
theoretical formulations, but poor in ver- 
batim reports of treatment sessions, They 
conclude: “This situation makes it manda- 
tory that the therapist in a study of this 
sort not be a member of the research group.” 

A few preliminary practical therapeutic 
suggestions have come from this study. Co- 
hen and Cohen question whether “it really 
must take hundreds of hours to acquire the 
insights which are the basis or accompani- 
ment of useful change,”’ and whether “more 
effective use might not be made of the very 
considerable amount of information which 
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is available in the early hours | of therapy].” 
They urge more experimentation in thera- 
peutic technique, such as Renneker’s (1960) 
suggestion that a recording machine be used 
regularly and that the patient or therapist 
be free to listen to sessions whenever either 
thinks it might be useful. The Cohens sug- 
gest experimenting with one session of ther- 
apy a week, tape recording each interview 
so that it could be intensively studied by the 
therapist and consultants in order to obtain 
the maximum amount of information before 
the next interview. ‘This procedure,” they 
state, “might enable the therapist, within 
limits, to plan interventions in a more con- 
sistent and systematic fashion than is pos- 
sible in the conventional analytic situation.” 
In some instances, they suggest, the patient 
might be encouraged to listen to the record- 
ing by himself. 


(This article will be concluded in the December, 
1961, issue of Diseases of the Nervous System. The 
complete bibliography will be published at that 
time.) 


Changes in Age Distribution of a Schizophrenic Population 


G. DONALD NISWANDER, M.D., and GEORGE M. HASLERUD, PH.D. 


Recently at the New Hampshire State 
Hospital a question was posed concerning 
aging in the chronic hospitalized schizo- 
phrenic population. This original query 
evolved from the attempt to predict what ac- 
commodations might be necessary in future 
years for patients at the hospital. 

The literature contains a number of arti- 
cles by the United States Public Health Serv- 
ice relating to patterns of retention, release 
and death in first admissions to state mental 
hospitals. Public Health Monograph 58 
shows, however, that there is so much dif- 
ference in the policies among the different 
states that it is difficult to arrive at even a 
general idea of what these patterns are.' The 
monograph does not apply to the problem of 


From the Arthur P. Noyes Institute for Neuro- 
psychiatric Research, New Hampshire State Hospi- 
tal, Concord, N. H. 


aging in schizophrenia that has arisen in 
New Hampshire. Kramer and Pollack, in 
approaching the problem in a different man- 
ner, depend upon a theoretical trend line 
from which they calculate the discrepancy 
between the prediction on the basis of past 
performances, and the actual reported num- 
ber of individuals in the information sup- 
plied them.’ 

Data from the New Hampshire State Hos- 
pital may have special pertinence in answer- 
ing problems concerning the chronic hospi- 
talized schizophrenic patient. This hospital 
is the only facility for the mentally ill within 
the confines of the state. The hospital there- 
fore provides treatment and care for all per- 
sons in the state except for those in private 
institutions and those entitled to hospitaliza- 
tion in a veterans’ facility, New Hampshire 
also has a mature and stable population like 
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that which the United States might antici- 
pate in the next decade or so. 

Since the opening of the hospital in 1842 
some 41,000 patients have been cared for at 
the New Hampshire State Hospital. From 
those patients whose hospital records had 
been completed by reason of being dis- 
charged or having died, a 10 per cent repre- 
sentative sample was picked and relevant 
data was punched on machine-sorting cards 
for all cases up to the period of June 30, 
1960; a 100 per cent sample of the present 
hospital population was likewise catalogued. 
From both of these samples, representative 
cross-sections were sorted out for 1930, 1940 
and 1950. An individual who had died or 
had been released before 1960 would come 
into the various cross-sections from the 10 
per cent sample. Those individuals in the 
hospital on June 30, 1960 whose stay over- 
lapped any of the three cross-sections could 
be identified and followed, of course, with the 
100 per cent sample adjusted to the 10 per 
cent sample. This present study thus empiri- 
cally gives the actual outcome of continu- 
ance, release, or death in the representative 
sample in contrast to the statistical trend 
line of other studies. 

One of the interesting findings of this 
study is that the differences between the 
male and female schizophrenic patients are 
so great that the data need to be presented 
separately. 

Early in the tabulation of this data it was 
noted that there was a striking difference be- 
tween the decades in the numbers of schizo- 
phrenic patients that had been hospitalized 
for ten years or longer. Based upon a rate 
per 1000 schizophrenic patients, this number 
had increased in the male schizophrenic pa- 
tients from 426 in 1930 to 582 in 1950 and 
even further to 671 in 1960, the latter figure 
based on the 100 per cent sample. Similarly, 
the female schizophrenic patients in the hos- 
pital for more than 10 years increased from 
514 per 1000 in 1930 to 711 in 1960, the lat- 
ter based on the 100 per cent sample. 

Figure 1 graphically gives the mean val- 
ues for each complete decade of the ages of 
admission, discharge, and death of the 10 per 
cent sample of the male and female schizo- 
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Fig. 1. Mean yeais of age between admission and 
release compared with mean years of age between 
admission and death for those retained in the hos- 
pital, the latter compared with median age of death 
in New Hampshire. 


phrenic patients. Tables I and II give the 
comparable cross-sections on a special day, 
June 30th, at the beginning of each decade 
and the follow-up in the same period. 

Another early observation was that the 
mean years of hospitalization of the schizo- 
phrenic patient dying in the hospital had 
changed tremendously from 1930-39 to 1950- 
59. In this group of patients the mean years 
of hospitalization for the females increased 
from 13 years to 19 years, and in the male 
population from 17 to 23 years, as can be 
seen in Figure 1. It is to be noted that dur- 
ing the same period the mean years of hos- 
pitalization of discharged schizophrenic pa- 
tients did not change significantly. Both of 
these observations have significance for the 
questions with which this study began. 

For both male and female schizophrenic 
patients who died in the hospital the mean 
age of death is far below the median age 
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of life expectancy of the normal New Hamp- 
shire population as can also be seen in Fig- 
ure 1. This finding alone leads to many in- 
teresting speculations about physical illness 
and cause of death in the continuously hos; 
pitalized schizophrenic population. 


TABLE I 


Age distribution per 1000 female schizophrenic 
patients in a representative 10% sample at the New 
Hampshire State Hospital as of June 30th at the 
beginning of each decade, except 1960 where the 
sample is 100%. In parentheses are the hospitaliza- 
tions continued to the end of the decade. 
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Age 1930 1940 1950 1960 

65+ 159 ( 32) 75 ( 32) 105 ( 72) 262 

50-64 176 (145) 277 (234) 384 (303) 376 

35-49 498 (367) 466 (339) 278 (230) 282 

0-34 166 (132) 183 (119) 233 (103) 78 
TABLE II 


Age distribution per 1000 male schizophrenic pa- 
tients in a representative 10° sample at the New 
Hampshire State Hospital as of June 30th of the 
beginning of each decade, except 1960 where the 
sample is 100%. In parentheses are the hospitali- 
zations continued to the end of the decade. 


Age 1930 1940 1950 1960 
65+ 55 ( 27) 95 ( 3) 114 ( 32) 150 
50-64 171 (116) 219 (128) 251 (210) 454 
35-49 449 (340) 467 (350) 495 (351) 285 
0-34 323 (212) 219 (171) 139 ( 98) 112 


Tables I and II show age distribution for 
both male and female schizophrenics in the 
hospital on June 30th in 1930, 1940, 1950, 
and 1960. One will note that within the 
forty years the schizophrenic population has 
shifted from a young to an old group. Note 
that there has been a decreasing number of 
patients less than 49 years of age in both 
sexes, whereas there has been a correspond- 
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ing and significant increase in the number 
of patients in the age group of 50 years and 
over. In parentheses are shown the actual 
number of patients carried over from one 
decade to the next. The tables also locate 
the changes in age distribution for both 
sexes. 

The value of this particular investigation 
is that it presents an empirical follow-up 
over 40 years of particular schizophrenic in- 
dividuals in representative samples at the 
New Hampshire State Hospital. The shift 
in ages of the schizophrenic patients should 
be of special interest to the mental hospital 
administrator. One might surmise that in 
future years large mental hospitals will have 
a geriatric problem from the aging schizo- 
phrenic patient in addition to the usual geri- 
atric patients admitted to the hospital from 
the normal community for the first time. 


The relationship of this data to geriatric 
problems will be presented in another paper, 
as will also causes of the relatively earlier 
than normal death of hospitalized schizo- 
phrenic patients, An attempt will be made 
to predict the future schizophrenic popula- 
tion in a mental hospital. 


Acknowledgment: The authors are indebted to 
Mr. John R. McLane, Jr., Chairman of the Board of 
Trustees of the New Hampshire State Hospital, 
whose original question stimulated the study; and 
further, to Edward Rutledge and Albert Anderson, 
Jr., for the statistical data. 
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Spectrographic and Chromatographic Studies in 
Psychotics as Influenced by EST 


DISEASES OF THE NERVOUS SYSTEM 


THOMAS M. RUNGE, M.D., SIDNEY W. BOHLS, M.D., SAM A. HOERSTER, JR., M.D., 
and NAWASA THURMAN, M.T. 


This work was instituted as a screening 
study to detect any biochemical difference 
which may exist between psychotic and nor- 
mal individuals. Whilc this seems probable, 
and a number of investigators have reported 
promising leads,‘’* the problem remains 
speculative. 


In planning this study it has been our aim 
to utilize broad testing methods which might 
display some gross difference in the pre- 
treatment as compared with the post-treat- 
ment patient, and once such a lead is de- 
tected, to follow it up with more definitive 
techniques. In discussing this plan with Dr. 
H. R. Henze, Professor of Chemistry at the 
University of Texas, he suggested that we 
first try infra-red spectroscopy. 


Material and Methods 
Infra-red Spectroscopy 


Serum is more suitable for study than 
urine due to the technique necessary for in- 
fra-red analysis of water free material. The 
water content of serum is readily removed 
by lyophilization with a freeze-dryer. Serum 
in the dried state is mixed with 0.5% po- 
tassium bromide compound and a pellet of 
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this material is formed with a vacuum pump 
and pellet making equipment. The pellet is 
placed in an infra-red spectrophotometer and 
the regions from 2 to 16 microns recorded. 
(Fig. 1). Modification of this technique util- 
izing dialization, desalting, the slurry tech- 
nique, and separation of serum components 
by electrophoresis followed by elution of the 
alpha component were performed in an at- 
tempt to produce more definitive spectro- 
grams, 

Over 800 specimens were examined by this 
technique, in addition to psychotics and nor- 
mals, a dozen mongoloids, a myasthenia gra- 
vis, and several systemic illnesses. 


Paper Chromatography 


Paper chromatograms for the determina- 
tion of amino acids are carried out as fol- 
lows: Urine is applied to Whatman #4 mm. 
chromatographic filter paper in microliter 
amounts with the concentration standardized 
for creatinine content. The amine acids are 
separated by two dimensional chromatogra- 
phy using pheno] as the first solvent and 2,6 
lutidine as the second solvent. They are 
stained with ninhydria, a dye for which 
amino acids have a specific affinity. 


Chromatograms for indoles are prepared 
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as follows: urine is applied to Whatman 
#3 mm, chromatographic filter paper in mi- 
croliter amounts as above. Indoles are sep- 
arated by two dimensional technique using 
isopropanol ammonia as the first solvent and 
butanol acetic acid as the second. They are 
stained with Ehrlich’s reagent—paradim- 
ethylaminobenzaldehyde, each indole exhib- 
iting a particular color and migration point. 

To date we have performed over 200 chro- 
matograms on urine specimens taken from 
patients before and after treatment and on 
controls. 


Results 
Infra-red Spectroscopy 


The pattern shown in Figure 1 is that of 
a control and Figure 2 is that of a schizo- 
phrenic before treatment. The d:fference in 
the curve in the vicinity of 6-7 microns will 
be noted, the schizophrenic having a lower 
peak in this area as compared with the con- 
trol. We were particularly intrigued with 
this finding since after treatment, some of 
the schizophrenics showed a more “normal” 
configuration as shown in Figure 3, which 
is that of the same patient as Figure 2, but 
after EST. 

However in a series of 47 schizophrenics 
before and after EST this change was noted 
in only 32% after treatment. In a larger 
series of 84 schizophrenics studied only be- 
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fore treatment, the “low” curve was noted 
in 43% as compared with 20% of 20 con- 
trols. Our criteria for a “low” peak was 
one of 1.9 cm or less. 


Another interesting finding was that the 
“psychotic” spectrogram could be simulated 
by incubating certain psychotomimetic drugs 
with normal serum. Figure 4. Three cc. of 
control serum plus 20 mg. mescaline. Adre- 
nochrome produced similar results. 


However, one psychotomimetic drug pro- 
duced a different effect on the chromato- 
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Fig. 3. Infrared spectogram of same patient as 
figure 2, but after EST. 
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gram, namely bufotenine, which produced a 
taller peak in the 6-7 micron area. 


In summary, our findings in infra-red spec- 
troscopy of serum specimens included the 
detection of a pattern which is seen in most 
normals (16 of 20 controls), and which can 
be modified by incubation with psychotomi- 
metic drugs. The most labile part of the 
spectrum is that from 6 to 7 or 7! microns. 
Changes in this portion of the spectrum were 
noted in some psychotics after treatment, 
but not consistently so. 

Because of the small number of cases and 
the absence of psychiatric confirmation of 
normalcy in the controls, it is not proposed 
that a “normal” infra-red spectrum has been 
established, and since the patients were un- 
controlled from the standpoint of medication 
other than EST, the variations in the psy- 
chotic spectrum may represent artefact. 


pre 
Chromatography 


Amino Acid Chromatograms 


A number of specimens have been exam- 
ined by the method of amino acid chroma- 
tography. No consistent differences were 
noted in a small series of such chromato- 
grams nor in several rabbit urine chromato- 
grams before and after EST. 

Subsequently work with the indole chro- 
matogram has revealed an increase in tryp- 
tophane and its breakdown products in sev- 
eral patients after EST. This interesting 
finding has not been statistically significant 
is a small series so far studied. 


Discussion 


The possibility of a defect in tryptophane 
metabolism in schizophrenia has been raised 
by other investigators'’** and our study 
would suggest that there might be some such 
abnormality. Namely it appears that in 
some schizophrenics after EST there is an 
increase in urine tryptophane and its by- 
productcs as demonstrated by indole chro- 
matograms, It is also interesting that in 


rabbits there is similarly an increase in tryp- 
tophane and its byproducts after administra- 
tion of bufotenine and that apparently the 
psychotomimetic effect of this drug can be 
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ablated in the rabbit through the admin‘s- 
tration of EST. 

Since our series is small and not controlled 
as regards medications other than EST, we 
can draw no definite conclusions. Most of 
our patients received chlorpromazine or 
other phenothiazines and this group of drugs 
would almost certainly produce a significant 
effect upon this study, since animal work 
suggests that chlorpromazine antagonizes 
serotonin.** 

One particular figure in our series is worth 
mentioning. In six schizophrenics who dis- 
played no tryptophane in the amino acid 
chromatogram before EST, after EST tryp- 
tophane presented itself either directly or 
as an increase in indoles in five of the six 
patients. One might therefore surmise that 
EST literally knocked the serotonin (or 
more broadly the trytophane series) out of 
these patients. 

Regarding the infra-red spectra, a num- 
ber of interesting patterns have been ob- 
tained and their significance may be clarified 
by a more critically controlled series of pa- 
tients now under study. 


Summary 


A technique has been demonstrated for 
the study of patients before and after EST 
by the method of infra-red spectroscopy and 
amino acid and indole chromatography util- 
izing sera and urine. Several interesting 
patterns have been obtained. Further work 
by this approach may be fruitful in better 
understanding the mode of action of EST 
and the metabolism of the central nervous 
system. 


Acknowledgment is extended to Dr. Fred Lara 
who supervised the animal work. 


BIBLIOGRAPHY 


Biochemical Defect in Schizophrenia 


1. Mann, P. J. G., and Quastel, J. H.: Benzedrine 
and Brain Metabolism. Biochem. J., 34:414, 
March 1940. 

2. Gottfried, S. P.: Serum Protein Fractionation 
Studies on Schizophrenia. Psychosom. Med., 11: 
334, 1949. 

3. Holmberg, C. C., and Laurell, C. B.: Oxidase 
Reactions in Human Plasma Caused by Cerulo- 


i 
i 
a 
=: 


622 


10. 


12. 


13. 


14. 


15. 


DISEASES OF THE NERVOUS SYSTEM NOVEMBER 


plasmin. Scandinav. J. Clin. and Lab. Invest., 
3:103, 1951. 


. Funkenstein, D. H., Greenblatt, M., and Solman, 


H. C.: Nor-epinephrine-like and Epinephrine-like 
Substances in Psychotic and Psychoneurotic Pa- 
tients. Am. J. of Psychiat., 108:652, March 1952. 


. Wooley, D. W., and Shaw, E.: A Biochemical 


and Pharmacological Suggestion About Certain 
Mental Disorders. Science, 119:587, April 30, 
1954. 


. Martens, S., Leach, B. E., Heath, R. G., and Co- 


hen, M.: Glutathione Levels in Mental and 
Physical Illness. Arch. of Neurol, and Psychiat., 
630, Dec. 1956. 


. Leach, B. E., Cohen, M., Heath, R. G., and Mar- 


tens, S.: Studies of the Role Ceruloplasmin and 
Albumin in Adrenaline Oxidation. Arch. of Neu- 
rol. and Psychiat., 635, Dec. 1956. 


. McGreer, P. L., McGreer, E. G., and Gibson, 


W. C.: Aromatic Exiretory Pattern of Schizo- 
phrenics. Science, 123:1029, June 8, 1956. 


. McFraw, P., and Boulding, J. E.: Relation of 


Aromatic Amino Acids to Excretory Pattern of 
Schizophrenia. Science, 123:1078, June 15, 1956. 
Heath, R. G., Leach, B. E., Cohen, M., and An- 
gels, C.: Effect of Behaviour of Humans with 
Admunistration of Taraxein. Am. J. of Psychiat., 
11(1):15, July 1957. 

Angel, C., Leach, B. E., Martens, S., Cohen, M., 
and Heath, R. G.: Serum Oxidation Tests in 
Schizophrenia, and N,N-dimethyl-p-phenylene- 
diamine Oxidation rates and Glutathione Con- 
centration. Arch. of Neurol. and Psychiat., 78 
(5) :500, Nov. 1957. 

Fabisch, W.: Excretion of Hippuric Acid in 
Schizophrenia and Depressed Patients After 
EST. Psychosom. Med., 19:320, July-Aug. 1957. 
Frohman, C. E., Goodman, M., Luby, E. D., and 
Senf, R.: Ceruloplasmin, Transferrin, and Trvyp- 
tophan in Schizophrenia. Arch. Neurol. and Psy- 
chiat., 79:730, June 1958. 

Bogoch, S.: Cerebrospinal Fluid Neuraminic 
Acid Deficiency in Schizophrenics. Arch. of Neu- 
rol. and Psychiat., 80(2) :221, August 1958. 
Monaco, P.: Blood Amino Acid Levels During 
Insulin Coma in Man. Archivio Di Fisiologia, 
58(1), 127, Apr. 15, 1958. 


16. Busaino, G. A., and Stefanachi, L.: Urinary Ex- 
cretion of 5-Hydroxyindolacetic Acid in Psy- 
chotic and Normal Patients. Arch. Neurol. and 
Psychiat., 1:78, July 1958. 

17. Frohman, C. E., and Luby, M. D.: Ceruloplas- 
min, Transferrin, and Tryptophan in Schizo- 
phrenia. Arch. of Neurol. and Psychiat., 6:730, 
June 1958. 

18. Atwood, R. P., and Green, J. P.: Comparison of 
Cerebrospinal Fluid from Schizophrenic and 
Non-Schizophrenic Patients on the Basis of Re- 
activity with Bial’s Orcinol Reagent. Fed. Pro- 
ceedings, 18(1) :364, March 1959. 


Tryptophan Defect in Schizophrenia 


19. Cafruny, E. J., and Domino, E. F.: Urinary Ex- 
cretion of Some Products of Tryptophan Metab- 
clism in Schizophrenic Patients. Arch. of Neu- 
rol. and Psychiat., 79(3) :336, March 1958. 

20. Frohman, C. E., Goodman, M., Luby, E. D., and 
Serf, R.: Ccruloplasmin, Transferrin, and Tryp- 
tophan in Schizophrenia. Arch. Neurol. and Psy- 
chiat., 79:730, June 1958. 

21. Price, J. M., Brown, P. R., and Peters, H. A.: 
Tryptophan Metabolism in Porphyria, Schizo- 
phrenia, and a Variety of Neurologic and Psy- 
chiatric Disease. Neurology, 9(7) :456, July 1959. 

22. Brown, F. C., White, J. B., and Kennedy, J. K.: 
Urinary Excretion of Tryptophan Metabolites 
by Schizophrenic Individuals. Am. J. of Psy- 
chiat., 117:63, July 1960. 


Chlorpromazine Antagonism to Serotonin in Animals 


23. Gyermek, L.: Chlorpromazine: A Serotonin An- 
tagonist. Lancet, 2:724, 1955. 

24. Benditt, E. P., and Rowley, D. A.: Antagonism 
of 5-Hydroxytryptamine by Chlorpromazine. 
Science, 123:24, Jan. 6, 1956. 

25. Pennes, Harry H.: “Psychopharmacology, Phar- 
macologic Effects on Behaviour.’’ New York, 
Hoeber-Harper Book, 1958. 

26. Sobotka, H., and Stewart, C. P.: ‘Advances in 
Clinical Chemistry,” Vol. 1, pages 194-224. Aca- 
demic Press, Inc., New York, 1958. 


18 Medical Arts Square, Austin, Texas. 


UNIVERSITY OF MINNESOTA 


Medical continuation courses in Pediatric Neurology will be presented at the Center 
of Continuation Study, University of Minnesota, on February 12 to 14, 1962. For fur- 
ther information, write to the Director, Department of Continuation Medical Educa- 
tien, 1342 Mayo Memorial, University of Minnesota, Minneapolis 14, Minnesota. 


| 
| 


1961 


DISEASES OF THE NERVOUS SYSTEM 


623 


Two New Butyrophenone Derivatives Studied with the 


Conditioned Reflex Technique 


G. F. GoLWuRM, M.D., and F. VANNI, M.D. 


Two new psychotropic drugs (R-1625 [4’- 
Fluoro - 4 (4’-4”-chloro phenyl) -4’-hydroxy- 
piperidine-butyrophenone| and R-1647 [4’- 
methoxy-4-1-(4’-phenyl)-1, 2, 3, 4-tetrahy- 
dro-pyridine-butyrophenone]) have been de- 
veloped recently that are of considerable in- 
terest, since they are not derivatives of the 
phenothiazines but belong to the butyrophe- 
none group.' The former is available in Eu- 
rope under the name of haloperidol,’ while 
the latter is still under investigation.’ 


We have used both experimentally in or- 
der to study their effects on psychic func- 
tion. The conditioned refiex was examined 
and direct obsei:vations of behavior made 
during the experimental procedure, since 
these were considered the best methods for 
obtaining objective and measurable informa- 
tion on their neurodynamic action. 


Material and Method 


Four Albino male Sprague Dawley rats, 
weighing about 250 grams each, were used 
at each dosage level (44 conditioned and 16 
partially conditioned rats were used in all). 
They had previously been conditioned to 
avoid a weak electric shock (U.S.) after the 
ringing of a bell (C.S.) for three seconds. 
Behavior was observed during 60 second in- 
tervals between two consecutive conditioned 
stimuli. The experiments lasted one hour a 
day, during which time the animals received 
60 conditioned stimuli. 


For the conditioning procedure we em- 
ployed a Gellhorn cage,’ and a cage with su- 
perimposed grate united by a column pro- 
vided with an automatic cyclic commutator.’ 
The latter makes the whole operation fully 
automatic and climinates any subjective fac- 
tors on the part of the investigator. The 
drugs were studied in animals in whom the 
avoidance response had been stabilized and 
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constant for a period of time (the rats were 
considered well conditioned after they had 
been given about the same percentage of 
C.R. for one week), and in animals on the 
fourth day of learning. The latter had been 
trained only in the Gellhorn cage according 
to the method of Jacobsen.® The animal re- 
ceived 60 stimuli at 60 second intervals every 
day, and the experiments lasted four days. 
No drugs were administered during the first 
two days; on the third day a placebo was 
given, and on the fourth day the test sub- 
stance was used. 

We made a daily evaluation of the num- 
ber of conditioned reflexes carried out, as 
well as the “emotional tension” according to 
the degrees proposed by Jacobsen. The sub- 
stances were administered subcutaneously 
two hours before the experiment, both in the 
well conditioned animals and those in the 
phase of learning. Four rats at each dos- 
age level were used. 


Results 


R-1625 (Table I) shows a remarkable de- 
conditioning activity even at very low doses. 
Its action becomes evident at 0.025 mg./kg. 
and is very clear at 0.05 mg./kg. The dos- 
age level at which this activity appears is 
fairly sharp. The unconditioned reflex dis- 
appears in an equally sharp manner al- 
though movement is still possible. The symp- 
toms of catalepsy appear at higher doses and 
some difficulty in movement was also ob- 
served. 


TABLE I 
R-1625 

mg/kg Before 2 hours after 24 hours after 
treatment treatment treatment 

CR UR Cr UR CR UR 
0.01 62 + 74 + 90 + 
0.025 82 + 46 = 66 + 
0.05 79 + 0 + 78 + 
0.10 88 + 0 — 25 + 
0.50 88 + 0 a 56 + 
1.00 80 + 0 —- 76 + 
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R-1647 (Table II) shows the first signs of 
deconditioning activity at doses 40 times 
greater than the preceding compound. The 
unconditioned reflex is never completely lost 
with the dose levels used. However, the re- 
lationship of dosage to activity on the un- 
conditioned reflex and conditioned reflex is 
high. Once there is a 50% reduction in the 
C.R. at a particular dose level, it is necessary 
to use twice the amount of drug to obtain 
the same result with the U.R. Both sub- 
stances in these studies did not show any ac- 
tivity beyond 24 hours. 


TABLE II 
R-1647 

mg/kg Before 2 hours after 24 hours after 
treatment treatment treatment 

CR UR CR UR CR UR 
0.50 90 + 95 + 88 + 
2.50 64 =F 52 aS 58 + 
5.00 76 53 67 
10.0 79 39 79 
20.0 74 + 10 + 68 + 


The data summarized in Tables III and IV 
are of interest. Spontaneous motility is the 
first to be influenced by both compounds. For 
R-1625 its decrease is proportional to the 
loss of C.R.; for R-1647 it diminishes before. 

Experimental catalepsy produced with 
high doses of R-1625 is never present with 
R-1647. Ptosis, evident already with the 
smallest dose of R-1647, is noted with R- 
1625 only when catalepsy begins to appear. 

The deconditioning action on rats in the 
learning phase and the evaluation of the 
“emotional tension” in situations of experi- 
mental conflict were studied. A series of ex- 
periments were carried out in a group of ani- 
mals which were conditioned for four days 
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TABLE III 

R-1625—Two Hours After Treatment 

mg./kg. CR UR Spontaneous Catalepsy Ptosis 
motility 

0.025 + + + _ — 
0.10 —- — — — — 
0.25 — — — ae 
100 — +++ + 
5.00 — — +++ 44 
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TABLE IV 
R-1647—Two Hours After Treatment 


mg./kg. CR Spontane- Cata- Ptosis 
ous motility lepsy 

0.50 + + 

2.50 + + + = ei 

10.0 = = 
15.0 = = 


only. The doses used in these experiments 
had little or no deconditioning activity in 
the well conditioned animal. We now found, 
however, that it was possible to inhibit the 
C.R, of animals at the learning stage before 
the recently learned C.R. was firmly estab- 
lished. For R-1625 the loss of the condi- 
tioned response is nearly total (Figures 1 
and 2). 

R-1647 at dosage levels of 2.5 mg./kg., 
and 5 mg./kg. produced a very slight reduc- 
tion in C.R. It was found that the U.R. af- 
fected the rat while moving in the cage. 
Hither the animal did not cover the whole 
distance within the required time (three sec- 
onds after the bell finished ringing) or was 
uncertain and hesitant at the door between 


both. 
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For R-1647 (Figures 3 and 4) there is a 
deflection which is often due to a delay in 
the response rather than to a real loss of the 
conditioned reflex activity. This deflection 
is parallel to a more marked deflection of the 
index of ‘emotional tension.” On the other 
hand, with R-1625, symptoms of “emotional 
tension” increased, often with paroxysmal 
activity; spontaneous motility diminished. 
Both drugs reduced spontaneous movements 
as well. 


Discussion 


These preliminary data allow certain de- 
ductions regarding the activity of both com- 
pounds, Although their chemical structure 
is similar, they show different biological ac- 
tivity. In the case of R-1625, its activity is 
similar in many ways to the phenothiazines, 
even though it differs in other ways. The 
ability to inhibit the conditioned reflex is 
the first pharmacologic action which appears 
(inhibition of spontaneous motility). This 
activity is high, abolishing the recently 
learned C.R., and finally the U.R. In com- 


parison to other substances (chlorpromazine 
and reserpine’) which are capable of decon- 
ditioning, it shows no activity in conflict sit- 
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uations, as expressed by the “emotional ten- 
sion” in “electrized rats” (a term intro- 
duced by Boissier’ indicating conflict-in- 
duced behavior in rats produced by the elec- 
tric U.S.) 
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R-1647, on the other hand, showed little 
effect in abolishing the C.R., but diminished 
the “emotional tension” in experimental con- 
flict situations, Contrary to R-1625, even at 
high doses, it does not produce catalepsy. 
Much before acting on the C.R. (at doses 
inferior to one-half the E.D.), it already 
shows pharmacologic activity on spontane- 
ous motility in the rat and on palpebral 
ptosis. Nevertheless, it cannot be consid- 
ered among the neuroleptics. It is equally 
difficult to place it in the group of the so- 
called anti-anxiety compounds (benactyzine, 
meprobamate) which have a high order of 
activity in conflict situations, although they, 
themselves, show no deconditioning activ- 

R-1625 acts electively on the association 
processes. It probably influences those as- 
sociative memories acquired recently, and 
would favor the process of “cortical inhibi- 
tion,” if one considers the problem in a Pav- 
lovian frame of reference. This cortical in- 
hibitory action favors extinction of the con- 
ditioned reflex activity and ‘“‘sub-cortical ex- 
citement”’ by a mechanism of “mutual induc- 
tion,” thus, being responsible for the symp- 
toms of “emotional tension.” 


R-1625 favors inhibition in the same way 
as chlorpromazine. In the second series of 
experiments, besides the reduction of the 
C.R. and spontaneous motility, there was 
often an accentuation of disordered and in- 
coordinated reactions, as well as excitement 
from stimuli of a painful nature with in- 
creased tension. This type of response seems 
connected to the infracortical centers which 
are free of cortical control. In Pavlovian 
physiology, this can be explained as a phe- 
nomena of positive corticosubcortical recip- 
rocal induction. 

At appropriate doses, R-1625 would seem 
to be indicated in those states where idea- 
tional disorders either are primary or play 
a predominant role. The resemblance to the 
biological activity of phenothiazines and re- 
serpine leads us to believe that this com- 
pound would be active on the same psychotic 
symptoms as the former. It is inactive in 
neurotic states. Its ineffectiveness in con- 
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flict situations would confirm this supposi- 
tion. 

A final interesting consideration with 
R-1625 is the following: The effective dose 
at which it is active on the processes of 
higher psychic integration is much different 
from that required to produce catalepsy. 
This dissociation leads us to believe that a 
compound’s therapeutic activity in man is 
not necessarily linked to its ability to pro- 
duce an akinetohyperkinetic syndrome. 

R-1647 at medium doses does not seem to 
influence associative processes; on the con- 
trary, it appears to act on the emotional 
components of conflict. However, it cannot 
be considered in the group of anti-anxiety 
substances. It occupies an intermediate po- 
sition, and its eventual role in emotional dis- 
orders remains to be evaluated experimen- 
tally. 


Summary 


1 .The influence of two new butyrophenone 
derivatives on the avoidance response and 
behavior in conflict situations of the rat 
has been studied. 

2. A remarkable difference has been found 
in the activity of these two substances. 


Acknowledgment: The authors wish to thank the 
Istituto Luso Farmaco d'Italia who provided the 
compounds used in this study. 
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Anorexia Nervosa: 


Treatment with Hypnosis and ECT 


HARRY K. DAvIs, M.D. 


The disease entity of anorexia nervosa was 
first described by Lasaque when he called it 
“Historical Anorexia” in 1873. Sir William 
Gull in 1874' and 1888" again described the 
condition and called it ‘anorexia nervosa.” 
Since this original description less than a 
hundred years ago, there have been approxi- 
mately a hundred articles published in Eng- 
lish regarding this subject.* The articles 
emphasize the rarity of the condition, as well 
as the poor therapeutic results obtained. 

This case of anorexia nervosa is presented 
in detail since it did occur in a 12-year old, 
and because hypnosis was used as a diag- 
nostic and therapeutic tool. Hypnosis was 
used to obtain an adequate history and to 
remove the distressing symptoms of ano- 
rexia, inability to walk and aphonia, The 
child communicated poorly and trance states 
were used to enhance the communication. 
Using only hypnotherapy, good nutrition 
and locomotion were rapidly re-established. 
This approach provided a more rapid re- 
moval of the disturbing symptoms and thus 
shortened the period of rehabilitation. Elec- 
troconvulsive therapy was used to treat the 
depression associated with this illness. 


Case Presentation 
C.H., a 12-year-old white female from a small 
Texas community was admitted to the University 
hospital on April 20, 1960. Little history was avail- 
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able at the time of admission even though she was 
accompanied by both the mother and father. The 
complete history was obtained by repeated inter- 
views under hypnosis. 

The patient was supposedly well until the fall 
of 1959. Prior to this time the patient had been a 
shy, seclusive, fearful and withdrawn child and had 
become increasingly so for the past three years. 
When school began in September 1959, the child 
was promoted from elementary to junior high school 
—a different environment and a different route to 
walk to school each day. In her shy and retiring 
state new friends and acquaintances were difficult 
to make. Her family is from a very low socio-eco- 
nomic stratum and other children teased her—told 
her she was ragged, dirty, no-good, and that her 
father was an alcoholic (a fact). These incidents 
continued and caused more withdrawal. The mother, 
working to provide a livelihood for the family, was 
too occupied to listen to her daughter’s plea for 
help. Her brothers and sisters laughed at her when 
she told them how she feared and resented the chil- 
dren at school. She had a fourteen-year-old dog 
that she could talk to and felt he was the only friend 
she had. No one else would listen to her problems. 
The old dog died of a heart attack (she was told) 
and this upset her very much. In fact, the first 
amytal interviews consisted of loud outbursts of 
crying as she described each movement of her dy- 
ing dog and ruminated over the fact no one tried 
to save the dog. A few days following the death 
of her dog in late September she became very dis- 
turbed and cried for three days. Late one evening 
as the child was going swimming, she was attacked 
by a local bully who had been teasing her. The boy 
threw her down, ripped her clothes and attempted 
to have coitus with her. As she tried to get away 
after the attack, the boy threatened to kill her if 
she ever told anyone about this incident. 

About October 10th the patient became physi- 
cally ill with a high fever and tonsillitis. Her doc- 
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tor treated the acute illness successfully but after- 
ward the patient could not talk above a whisper. 
She became more depressed, cried frequently and 
refused to eat. The acute illness caused her to be- 
come weaker, and she was unable to attend school. 
She now walked with a limp, complaining she could 
not walk on her right leg without severe pain in the 
knee. (This knee had previously been bruised in 
a fall on the way to school when a boy was chasing 
her. ) 

Several attempts and methods were utilized to 
get the patient to walk, talk, and eat. She contin- 
ued to refuse to eat and in November was hospi- 
talized and given I.V. fluids. After hospitalization 
she improved. Eventually psychiatric care was 
sought locally, after which she was sent to this 
hospital. Her weight had fallen from 88 pounds 
to 58 pounds and she was too weak to get out of 
bed. She had threatened to kill herself on several 
occasions but had made no overt attempts. During 
her hospitalization she would say: “I want to die 
and I want to starve,” “Let me alone—no one cares 
now and no one understands—Skipper (her dog) is 
gone and no one else cares.” 

During the last weeks prior to admission she 
dreamed practically every night of wild animals 
chasing her. These dreams terminated with the 
patient awakening in a panic state. 

Past Medical History: Usual childhood diseases— 
no operations or significant injuries. 

Personal History: C.H. was born in a small com- 
munity and grew up there. The father was a la- 
borer in a cotton compress plant and the mother a 
housewife. The patient’s birth and early develop- 
ment were normal. She began school at the age 
of six years and did well for the next three years. 
She had always been retiring and shy but became 
much more so in the past three years. It was dur- 
ing this period that her father began drinking 
heavily, coming home drunk almost every night. He 
was loud and boisterous and frequently would physi- 
cally and verbally abuse the mother and older chil- 
dren. No history could be elicited of any incestuous 
advances being made by the father, either intoxi- 
cated or sober. Patient’s siblings are 23, 22, 21, 
18, 15, 11, and 9 years of age. She had been a 
good student in school achieving A’s and B’s, do- 
ing higher scholastically than other members of 
her family. The family is Baptist but the patient 
was the only one who attended church regularly. 
Before her illness she had had hobbies of cooking, 
sewing, drawing, and reading. Patient denied hav- 
ing any previous sexual experiences and had re- 
ceived no education about menses or reproduction 
from parents. 

Mental Status: This is a very shy, withdrawn, 
pale, dirty, ill-kept and anemic-looking child who is 
stooped and appears to be grossly fearful. She will 
not talk above a whisper, and there is no sponta- 
neity in her talk or actions. She sits alone and 


looks away into the corner and does not make any 
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effort to socialize or speak. Her psychomotor ac- 
tivity is markedly retarded. Her affect is somewhat 
flattened and shallow but is appropriate. She makes 
this mood statement: “I want to die—let me die.” 
There is no history of hallucinations, delusions or 
illusions. The sensorium is clear; she is well ori- 
ented as to time, place, and person. Her memory 
for both past and present events is excellent. The 
retention and recall seem to be within normal limits 
for a child of this age. Judgment is somewhat im- 
paired; however, she does have some insight into 
her illness. 

Laboratory Studies were completely within nor- 
mal limits. 

Consultations: Because of the multiplicity of so- 
matic complaints, she was seen in consultation with 
the departments of otolaryngology, orthopedic sur- 
gery, endocrinology, and psychology. The conclu- 
sion reached by the otolaryngology department was 
that there was no pathology found in the naso- 
pharynx to cause the aphonia. The orthopedist’s 
impression was that there was no pathology in the 
right knee found to keep this child from walking. 
A thorough workup by the endocrinologist ruled out 
hypopituitarism, Simmonds’ disease, etc., and was 
in agreement with the diagnosis of anorexia ner- 
vosa. The conclusion of the psychologist was that 
this girl showed a hysterical neurosis with a full 
scale I.Q. of 98. However, it was thought the I.Q. 
test results were impaired because of the child’s 
illness. 

Hospital Course and Treatment: On admission 
April 20, 1960, nutrition was maintained by intra- 
venous fluids and spoon feedings. An effort was 
made by the nursing service to care for this child’s 
every need, and, in view of this, a student nurse was 
assigned to her on a full-time basis. During the 
next ten days an initial psychiatric interview, two 
amytal interviews, and a thorough physical evalua- 
tion were accomplished. These amytal interviews 
revealed much conflictual material but were aban- 
doned because of the child’s intense fear of the in- 
jections. Hypnotic trances were begun on May 2, 
1960, and continued at regular daily intervals. These 
were usually of one hour duration. Her weight on 
May 2 was 61% pounds. With each hypnotic trance 
the patient was given the post-hypnotic suggestion 
that she eat and that food tastes good and that she 
needs it to live. She always replied under hypno- 
sis that she wanted to die, she was not going to 
eat and that she did not like the taste of food. Dur- 
ing the next few days she began to eat and did im- 
prove. By May 10 her weight was up to 65 pounds. 
From May 10 to 15 much conflictual material in 
the history was obtained plus much more depres- 
sive ideation. 

By May 16 deeper trance states were induced, and 
I attempted to make the child walk under hypnosis. 
As the suggestion to walk was made, i.e.: “Stand 
up and take one step forward,” she began to cry 
and show signs of fear. She described this fear as 
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seeing a vision (more like a spirit, ghost, and peo- 
ple combined). As the suggestion was withdrawn, 
the vision left. Before the trance was over, she 
envisioned a cat killed by a car. Under hypnosis 
on May 17 an attempt to produce anesthesia in the 
right leg was unsuccessful. With the suggestion 
that she stand up and take one step forward, she 
envisioned a green-headed monster with one bloody 
eye in the center of his head. The patient showed 
signs of extreme fright as she described the vision 
of the monster killing her mother and burying her. 
She now weighed 6612 pounds. On May 18 two 
trances were induced and the trance material dis- 
cussed on a conscious level. The post-hypnotic sug- 
gestion was given for the patient to stand up and 
walk when awakening from the trance. She walked 
and continued to do so without difficulty. On May 
20 attempts under a trance to remove the aphonia 
were unsuccessful. Her weight now was 701 
pounds. 

In 18 days and 17 trances consisting of approxi- 
mately 12 trance hours, the patient gained from 
61 to 70% pounds. She was cooperative and at 
times more contented. Practically every night she 
experienced terrifying nightmares of animals chas- 
ing her. Her weight gain is graphically illustrated 
in Figure 1. 

Because of this girl’s severe and profound affec- 
tive disturbance of a depressive nature, it was felt 
that she should receive electroconvulsive therapy. 
On May 23, 1960, she received her first ECT. Treat- 
ments were also given on May 25, 27, 31, and June 
2, 4, 7, 9, 13, 15, 17, and 20 to make a total of twelve 
ECT’s over a period of approximately one month. 

After electroconvulsive therapy was begun, the 
next four trances were introduced with ease. Dur- 
ing the fifth trance after ECT’s were initiated, she 
related in detail how she was sexually assaulted by 
a neighbor boy. Subsequent trances up to June 10 
revealed more details of the sex act plus more de- 
pressive ideation. Her last ECT was given on June 
20, 1960. I was unable to induce another trance 
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state until July 6. She was dismissed to the home 
of her foster parents on July 16, 1960. 


Figure 2 demonstrates how electroconvulsive ther- 
apy affected the induction of the hypnotic trances. 
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Discussion 


As is well known, anorexia nervosa is a 
rare disease entity. Several authors***® 
found 1.2 to 1.8 admissions each year in very 
large hospitals. Cobb’ found an incidence 
of 0.15% among general admissions in 153,- 
934 admissions at Massachusetts General 
Hospital. 

Our present day concept of the clinical 
syndrome is in general agreement with most 
authors.**:*:*° At times the differential di- 
agnosis may be difficult as anorexia nervosa 
is often confused with Simmond’s disease. A 
thorough evaluation, especially of the psy- 
chiatric component, makes differentiation 
easy. Cole’ lists a schematic formulation 
to differentiate the two diseases. 

This disease characteristically occurs in 
young females. Our case of a 12-year-old 
girl is extremely unusual and as far as the 
author can find, there is only one other case 
reported where the patient is younger—a 
nine-year old. Two other cases occurring 
at 12 years of age have been reported by 
Gianakon.** 

Several authors*®*°''"'* in the cases re- 
ported, show the average age of onset of the 
disease to be approximately 18 years. As 
one peruses the literature, it is apparent that 
most any psychiatric disturbance in severe 
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form may cause the syndrome of anorexia 
nervosa. Most authors*®*:*?5**" agree that 
a certain basic personality structure is nec- 
essary as the basis of the psychopathology. 
This personality is regarded as perfection- 
istic, compulsive, excessively orderly, overly 
sensitive, immature or masochistic with lack 
of spontaneity. In addition to the basic per- 
sonality, certain environmental stresses are 
necessary to produce the clinical syndrome. 

Theories, involving the psychodynamics of 
the disease, have been advanced.**:'*:**"?° The 
psychodynamics of this patient incorporate 
several aspects of these various theories. 
Her rejection of all food as well as her re- 
fusal to communicate and locomote provided 
more attention for her. This rejection and 
withdrawal would prevent adult body devel- 
opment and would further her desire to die 
by starvation. She had no education about 
sex physiology, and there was no evidence 
to suggest that she had fantasies of oral in- 
semination. Her basic personality make-up 
was the type characteristically seen with 
this disease. The symptoms had the func- 
tion of expressing hostility toward her fam- 
ily. This was emphasized by her lack of de- 
sire to return home after treatment was ter- 
minated. In many respects this child showed 
psychological infantilism where food and 
feeding are a part of the relationship the 
child has with persons who care for her. 

Anorexia nervosa is classified as a psy- 
chophysiological gastrointestinal reaction by 
the American Psychiatric Association nom- 
enclature, Noyes and Kolb,'! and Smith.*° 
Kay and Leigh* believed three-fourths of the 
cases were hysterical and the remaining one- 
fourth were schizophrenic or depressive, 
while Yaskin and Brill" entertained a diag- 
nosis of schizophrenia or depression. 

The author was able to find only one other 
case of anorexia nervosa reported in the 
English literature that had been managed 
either totally or partially by hypnosis and 
hypnotherapy. This was a case reported by 
Birnie’ in 1936. He reported a case of a 16 
year old girl with vomiting and anorexia oc- 
curring with a grief reaction. This followed 
a girl friend’s move to another locale and her 
subsequent death from burns. The symp- 
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toms were accentuated by a very domineer- 
ing mother who forced the patient to eat. In 
our present day considerations this case 
seemed an early case with mild symptoma- 
tology. The patient was hypnotized weekly 
for a total of 14 times over a period of three 
months. With this treatment she returned 
to her usual weight. Post-hypnotic sugges- 
tion was used to encourage her to eat the 
foods she liked. 


As aforementioned, the results in the 
treatment of anorexia nervosa have been 
universally poor, and are definitely related 
to the underlying psychopathology. Psycho- 
therapy, superficial’’ and 
environmental manipulation with environ- 
mental support,‘* electroconvulsive ther- 
lobotomies,’ subshock insulin,*® 
reserpine,‘ hypnosis,'® and _ tranquilizers’ 
have been used. Selection of the type ther- 
apy should depend entirely on the psychi- 
atric illness and type therapy available. 


Nemiah* reviewed 15 large series and 
showed a total of 282 patients with recovery 
in 128 (45.7%),'69 (24.5%) improved, 62 
(21.9%) chronically ill, and 22 (7.8%) 
died. 


According to Kay, 1953,?° regardless of 
the type of therapy used, only slightly 
more than half are improved and 15 per cent 
die. The majority of the improved ones are 
neurotic personalities and only 10-20 per 
cent recover with a good adjustment. 


Recently West*’ postulated that hypnosis 
is mediated through the ascending reticular 
system. Figure 2 illustrates how ECT inter- 
fered with the hypnotic trance. This pro- 
longation and eventual inhibition of trance 
may be due to the effect of ECT on the retic- 
ular system. 


The results of the case reported seem 
good. Even though five months have elapsed 
since leaving the hospital, the patient con- 
tinues to do well. Her weight remains con- 
stant, she is doing well in school, and is re- 
lating well to her foster parents. Since re- 
turning home she is learning to play the 
piano and drive a car. No depressive idea- 
tion has returned, and the aphonia that was 
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persistent throughout her illness is gradu- 
ally disappearing. 


Summary 


A review of the literature is presented 
along with a most unusual case occurring in 
a 12-year old female. Hypnosis was used as 
a method to remove the anorexia and inabil- 
ity to walk and as a tool to obtain a com- 
plete history. The affective component of 
the illness, namely the depression, was 
treated with 12 electroconvulsive treat- 
ments. Observations to follow remission of 
the anorexia as related to the number of 
hypnotic trances, are made (see Figure 1). 
Also graphic illustrations are presented to 
show how electroconvulsive therapy affected 
the trance induction time (see Figure 2). 

It would appear that hypnosis is of value 
_in removing the distressing, life-endangering 
symptoms of anorexia; however, no definite 
conclusions can be drawn from this one 
case. 


The author wishes to express his appreciation to 
Dr. W. P. Wilson for his assistance in the prepara- 
tion of this paper. 
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Psychiatric Observations on Juvenile Delinquents in 


Residential Treatment 


SELWYN Bropy, M.D. 


Juvenile delinquency is fast becoming a 
major social disease. Its epidemic propor- 
tions appear intimately related to the wide- 
spread prevalence of adult delinquency. In 
fact, the taunt of juvenile delinquency in res- 
idential centers has been, on too many occa- 
sions, ‘You adults are more delinquent than 
we are—always promising and never deliv- 
ering.” 

Important as the rising incidence of juve- 
nile delinquency is the absence of systematic 
treatment methods and prevention of this 
complex syndrome, It is disturbing to real- 
ize that no one knows what does cure de- 
linquency. 

In this paper, psychiatric observations 
from seven years as a consultant in residen- 
tial centers for juvenile delinquents are re- 
ported. Not a statistical survey, this study 
is based upon interviews with over 500 de- 
linquents, therapeutic experience with a 
smaller number, and conferences with mem- 
bers of allied professions. 

Residential treatment, while exploited as 
an experiment for defeated families, and for 
authorities to dispose of delinquent youths, 
actually represents the community’s last re- 
sort, in many cases, for these individuals to 
receive treatment, On the other hand, it is 
a unique facility for psychiatrist and delin- 
quents to be brought together in this special 
milieu for an extended period. 

The role of the consultant in various func- 
tions is examined: 


(1) Selection; 
(2) Diagnosis; 
(3) Therapy; 
(4) Teaching and training; and 
(5) Research. 


Selection 
The psychiatrist in the screening process 
helps select youths likely to benefit from res- 


Presented at the 1960 Annual Meeting of Am. 
Ortho. Assn., Chicago, IIl. 

From Psychiatric Dept., Children’s Village, Dobbs 
Ferry, N. Y. 


idential treatment. He attempts to deter- 
mine aspects of treatability and reversibility 
of the delinquent process. In this connec- 
tion, we have begun to interview the family 
at intake. However, eloquent psychodynam- 
ics do not guarantee prediction. Errors have 
been made. Experience has shown that in- 
dividuals ‘‘weeded out” as not worthy of 
treatment may prove to be more responsive 
than those who had impressed the consultant 
favorably. 

Faced with an ever increasing number of 
candidates from the juvenile courts, the ad- 
ministration has set the following criteria in 
keeping with the limitations of residential 
treatment goals: 

No murderers or others with a history of 
extreme violence, or suicidal tendencies are 
acceptable; fire-setters, overt sex “maniacs” 
or deviants, overt psychotics, mental defec- 
tives are rejected; those with central ner- 
vous system disease, such as epilepsy—and 
those over 15 years of age are finally elimi- 
nated. There is the more pressing require- 
ment that the youths on application have at 
least the semblance of a family (which can 
be involved in the critical need for family 
therapy) to whom the youth can be returned 
upon discharge. 


Diagnosis 

From clinical and psychological studies, 
conviction grows that delinquents rarely suf- 
fer from mild emotional disorders. The de- 
linquency syndrome expresses a life preser- 
vative function for the release of intolerable 
tensions. The form of the sickness repre- 
sents the only way by which the majority 
can ever get help. 

Menninger’s statement on the behavior 
disorders’ is pertinent: 

“A name is not a diagnosis. It does not 
determine treatment. Its net effect has come 
to be that of destroying hope. Our impres- 
sive psychiatric labels freeze a phase of the 
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process. They misrepresent and they strike 
a blow at hope and hence at treatment.” 

There is an urgent diagnostic need to un- 
derstand the interaction between delin- 
quency and psychosis or depression. A large 
number of these children are disturbed ado- 
lescents who are more borderline or psy- 
chotic* than delinquent. Their roots are sick, 
their foundation poor, though often present- 
ing an appearance which may be deceptively 
attractive. 


Current screening favors an increased 
number of so-called “unsuccessful” delin- 
quents. This type is not the case-hardened, 
“normal” delinquent. The veneer of defi- 
ance and self-confidence is thin. Few are 
from organized gangs; rather they are tru- 
ants who have committed minor crimes alone 
or in small groups. The majority are lonely, 
unappealing, friendless failures, often dull 
with severe learning problems; self esteem is 
minimal. 


Therapy 


Treatment is the reason-for-being of the 
residential institution. Here we are chal- 
lenged by formidable problems. The resi- 
dential population may be roughly divided 
into three groups. Actually, sharp lines do 
not stand up to scrutiny and overlapping 
makes statistical figures not too useful. 


(1) The first group consists of those in 
whom a favorable response to environmental 
and individual therapy occurs. Super-ego de- 
velopment and reaction formation are essen- 
tial factors in their progress. Improved bhe- 
havior contributes to a better self-image. 
Follow-up studies determine the permanence 
of improvement. 


(2) The “unsuccessful” delinquent, who 
is accessible to adults and on whom “a dent 
can be made,” is considered available for 
therapy. But he may regress, when he feels 
pressure towards yielding the dependence 
which he has never had consistently grati- 
fied. In such instances he may reveal a 
whining, sticky behavior—or panicky with- 
drawal. If he is not penalized by transfer 
to a mental hospital, two years of therapy 
becomes a virtual drop in the bucket. 
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(3) The so-called “normal” delinquent 
troubles the milieu far less. He is a “treat- 
ment rejector,”* who feels above and beyond 
needing help. He is pseudo-mature, con- 
trolled and his masculine self-image pre- 
cludes confiding in therapists. He “plays it 
cool” for time, adroitly adjusts to the resi- 
dential structure, or milieu. On him “‘no dent 
has been made.” It is hoped that two or 
three years of residential containment will 
rub off on his ego surface, even if his basic 
personality is unchanged. However, the evi- 
dence indicates that his psychopathy is 
strengthened by his two years of successful 
manipulation of the staff, which more often 
than not has played into his hands. Conse- 
quently, he is the one most likely to make 
the front pages with capital crimes. The 
limited goal of containment is seriously 
questioned.° 

The paucity of teachable methods contrib- 
utes to the treatment dilemma for juvenile 
delinquency. No one knows what cures de- 
linquency. Exponents of reliance upon milieu 
for progress are warned by Redl® against 
naive overexpectations. For individual ther- 
apy, it is equally magical to depend on psy- 
choanalytic formulations.*® An additional 
handicap is the dearth of workers and con- 
sultants experienced in the therapy of de- 
linquents. 

Despite imposing difficulties, there are re- 
warding experiences. It has become a chal- 
lenge to find some means of reaching the hu- 
man being who has been classified as “un- 
analyzable,”’ and we must accept the need for 
parameters with delinquent patients, 

Sometimes the therapist’s most reliable 
ally is the patient himself. Beneath the 
smoke and noise lie the youngster’s uncon- 
scious ego ideals, his wish to like, respect, 
trust others and his desire for the reciprocal 
treatment. In building a relationship we 
sometimes have to act as a frustrating, de- 
priving disciplinarian. Actually, the dis- 
turbed adolescent can initially find great 
comfort in regarding his therapist as an un- 
reasonable tyrant.'° 

We may learn also from the work of Wein- 
rib,"' who states, “In confronting the ego of 
the impulsive adolescent we seem to impress 
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him that we are strong and helpful, and can 
help him learn control over his frightening 
but tempting impulses.” Weinrib claims that 
unwilling youths have thereby become in- 
volved in a meaningful therapeutic relation- 
ship. 

Psychoanalytic modifications I have found 
to be effective in therapy and teaching in- 
clude: 


(1) Supportive therapy with emphasis on 
warmth and positive relationship has the 
widest application, of course. 


(2) Reinforcement of defenses based on 
the principle of joining forces with the de- 
linquent. Through this technique, the at- 
tempt is made to help him outgrow his symp- 
tomatic defenses. 

In one case, treated individually once a 
week for a period of three years, there was 
dramatic redirection of a blustering, bully- 
ing exterior to the underlying personality 
of a shy, weak, self-conscious boy. In quietly 
standing his ground, the therapist gradually 
was able to uncover (and reinforce) the pa- 
tient’s basic defense, which hardly could 
have been observed as a defense. Beneath 
the shouted abusiveness, the patient’s wish 
to be better controlled was his essential de- 
fense. The therapist chose to join forces 
with this fundamental wish, rather than 
with the more obvious outwardly expressed 
wish, his overt defense, his apparent desire 
to be a “bigshot.” 


These deprived, hostile boys have the frus- 
tration tolerance of a sensitive and hurt two- 
year-old child. And yet, the therapist’s quiet 
refusal to “budge an inch” when being on 
the receiving end of the verbal attacks acted 
as a kind of frustrating, not of the attacks 
themselves, but of their efficacy. When pa- 
tient had had his fill of being allowed to ver- 
balize his rebellion against the very treat- 
ment itself: “Give me a rush job—I have no 
time for this nonsense—I am no psycho,” 
etc.—all in the loudest, rudest tones; when 
he learned that no acting out was permitted, 
only verbal behavior, he reacted to the real- 
ity frustration of his attempt to be a "big 
shot.” He could come to the end of his bluff 
and get down to his real need for a more 
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positive relationship, and reveal his deeper 
wish to have better control of himself, It 
was the therapist’s recognition of this deeper 
need and his “joining forces” with it that 
enabled patient to come to treatment with 
expression of his mass of fears—regarding 
his appearance, his intelligence, his sanity, 
etc. He shed his swagger and began to talk 
about his family life and his inner feelings. 


(3) The technique of reflecting negative 
patterns'* encourages the ego to discharge 
hostility verbally. One of the most difficult 
problems is that of the non-verbalizing de- 
linquents. Occasionally such youths can be 
helped by the therapist’s mirroring his si- 
lence. One such patient said, “Why don’t 
you ask me questions?” The reply, “When I 
did ask you, you didn’t answer anyway, so 
why don’t we both just be quiet? Didn’t you 
ever sit quietly with your parents?” 

This evoked an interesting area of conver- 
sation and enhanced the therapeutic rela- 
tionship. Another boy, who mumbled and 
whimpered, was echoed"’ by a kind of mock- 
ing of his negative behavior. He finally got 
angry. He overcame his ineffectual exterior 
and related that he was an expert at building 
model airplanes. He said he could even spell 
Mississippi. 

Another boy who said he was no good at 
making friends, no good at reading, no good 
at sports—the therapist mirrored thusly, 
“You’re good at getting people discouraged.” 
The boy’s response was, “You'll have to be 
very good not to quit on me.” 

The techniques of reinforcement of de- 
fenses and reflecting negative patterns are 
specialized extensions of ego-strengthening 
procedures, advocated by Spotnitz.'' They 
augment the therapist’s devices for treating 
the delinquent when a positive relationship 
cannot be sustained. 


(4) In the treatment of these youths, 
there is an induced delinquency syndrome in 
which delinquency patterns are aroused in 
the therapist. The assignment of roles is a 
critical factor in this process. The phenom- 
enon is similar to neurosis and psychosis in- 
duced in the therapist treating such disor- 
ders.’° 
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When this induced delinquency is effec- 
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Development of Mind.” Intl. Univ. Press, 1956. 
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Noshpitz.'“ ars research i med Francisco, 1958. To be published. 
aon 5. Hendrickson, W. J., et al.: Psychotherapy with 
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6. Redl, F.: The Concept of a Therapeutic Milieu. 
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procedures teach them to the therapists. Person Crazy—An Element in the Etiology and 

Seven years of exploration has indicated 
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with seemingly hopeless subjects by the in- apy of Adolescents with Character Disorders. 
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CORRECTION 


In the September 1961 issue of Diseases of the Nervous System the name of the prin- 
cipal author of the article ‘“‘“High Dosage Hydroxyzine in Institutionalized Mental Pa- 
tients” was misspelled. The authors of this paper are Anthony Lapolla, M.D., and 
Jesus Iberra, M.D. 
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Effect of Chlorprothixene on Schizophrenic Patients 


ALBERT A. KURLAND, M.D., and ESBER YAZICIOGLU, M.D. 


Introduction 


The therapeutic success of chlorproma- 
zine in psychiatric treatment provided a 
powerful stimulus for the development of 
more potent congeners, This has led to a con- 
tinuing series of modifications of the pheno- 
thiazine structure. There were modifications 
in the side chain and a series of phenothia- 
zine derivatives were synthesized which 
yielded more potent compounds dosagewise. 
This was followed by alterations in the cen- 
tral structure yielding a compound such as 
imipramine (Tofranil), resulting in a chang- 
ing spectrum of therapeutic effects in psy- 
chiatric patients. 

These considerations have led to continu- 
ing studies of such modified compounds as 
chlorprothixene (Taractan) having the for- 
mula 2-chloro - 9 - (3-dimethylaminopropyli- 
dine) -thioxanthene which appeared particu- 
larly interesting on the basis of the phar- 
macological data’ obtained in animal screen- 
ing studies. These studies indicated that 
while chlorprothixene had certain similari- 
ties to chlorpromazine, it was less toxic. In 
addition it had the property of being less 
likely to produce catatonic states in rats. 
This appeared to be an important consid- 
eration since the catatonic producing effect 
of a variety of phenothiazine derivatives ad- 
ministered in high dosage in animals had 
been correlated with a tendency to produce 
parkinsonian effects in man.‘ The question 
therefore arose whether this compound 
might produce the effects of chlorpromazine 
without its neurological complications, 

Clinical studies were initiated by Madsen 
and Ravn’ and Kruse* who reported favor- 
able results, describing the compound as 
having effects similar to chlorpromazine as 
well as having the additional effect of being 
an antidepressant. This rather interesting 
combination of psychiatric effects reported 


From Research Department, Spring Grove State 
Hospital, Baltimore, Md. 

The drug, chlorprothixene, used in this study, was 
made available as Taractan (Ro 4-0403) by Hoff- 
mann-La Roche Inc., Nutley, N. J. 


in this drug stimulated an exploratory clini- 
cal study at the Spring Grove State Hospital. 


Methodology 


This study comprised 25 white female pa- 
tients ranging in age from 22 to 64 years 
residing on the closed wards of a chronic 
service in the Spring Grove State Hospital. 
These were wards having large numbers of 
patients and relatively few personnel. Of 
these, 23 were diagnosed as schizophrenic re- 
actions and two as depressions (Table I). 


These patients had been on drug therapy of 
one type or another continuously or inter- 
mittently in attempts to bring about some 
symptomatic improvement in their behav- 
ioral disturbances. 

Prior to the initiation of treatment with 
chlorprothixene all current medications of 
these patients were discontinued. There were 
only four cases in which the drug free in- 
terval exceeded 30 days (Table I). Prior to 
the initiation of treatment a_ urinalysis, 
WEC and hematocrit were obtained and re- 
peated every two weeks while the patient 
was on the drug therapy. Weekly determi- 
nations of weight and blood pressure were 
made. 

This being an exploratory study no at- 
tempt was made to carry out a blind or dou- 
ble blind technique. The patients were known 
to the psychiatrists (A.A.K. and E.Y.) and 
were seen independently by each several 
times weekly. When treatment with the ex- 
perimental drug was terminated the observa- 
tions were compared. No significant differ- 
ences were observed in these comparisons. 

Observation was commenced prior to the 
discontinuance of previous drug therapy. 
The patients were seen at regular intervals 
through the drug free interval, during the 
treatment phase ranging from 25 to 35 days 
and during the post drug treatment period 
of two to three weeks. 

The dosage consisted of a starting daily 
dosage of 25 mg. t.i.d. administered orally 
for 5 to 10 days, then increased to 50 mg. 
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b.id. for 5 to 7 days. This was then in- 
creased to 50 mg. t.i.d. for 21 days provid- 
ing a total period of medication of 35 days. 
As our experience with this drug increased 
the regimen was altered on the final six pa- 
tients in the study by intensifying the drug 
administration. This consisted of adminis- 
tering 25 mg. t.i.d. for 5 days; 50 mg. b.i.d. 
for 5 days; 50 mg. t.i.d. for 5 days and 50 
mg. q.i.d. for 10 days. 


Results 


Table I indicates the response of the pa- 
tients. It may be observed that there were 
only five patients—Cases Nos, 2, 7, 8, 11 and 
17 that showed a degree of improvement that 
could be considered moderate as indicated by 


TABLE I 
Response to Chlorprothixene 


2 3 
a, A 4 Ase 
a: Undifferen- 
tiated 29 7 12 W 
2: (D) 35 17 20 -+ #$=Headache 
3. 42 26 18 0O 
4. o 42 28 30 W 
5. = 48 22 12 f 
6. 49 Av 
7. (D) 4 56 4 35 + 
38. 57 26 11 + Headache 
9. 64 13 12 andvom- 
10. Paranoid 22 7 20 W iting 
at. 2 23 6 35 + 
12. (D) us 31 13 7 O 
13 36 3 2 O 
14. 43 1 1385 W 
45: (D) 49 24 7 Sleepless- 
ness 
16 EY 52 3 11 W _ Headache 
17 63 17 11 + 
18. Hebephrenic 27 7 12 0 
20. (D) ‘4 32 9 8 0 
21 37 20 12 0O 
22. de 40 7 12 0 
23. (D) Depression 55 «4 8 0 
24. (D) ua 68 1 8 0 
25. (D) 6 55 28 18 W_ Sleepless- 
ness 
+ = Moderate improvement; += Minimal im- 


provement; 0 = No change, and W = Worse. (D) = 
Indications of depressive symptomatology. 
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some degree of behavioral change. Except 
for Case #7, they were not sufficiently im- 
proved, however, to be considered for trans- 
fer to a better ward. 


Case #2. Patient displaying moderate behavioral 
improvement. 

A 35-year-old white female patient hospitalized 
since 1943. Her schizophrenic pattern gradually 
changed from catatonic to a relatively undifferen- 
tiated type. She is usually apathetic and with- 
drawn. At times she will use excessive make up 
giving herself a weird appearance and will wear a 
great deal of costume jewelry. Her affect for the 
most part is flat although at times she seems de- 
pressed. Her response to questions is in a child- 
like manner and irrelevant. Her verbalizations in- 
dicate confusion and disorganization. She spends 
time lying on the floor overtly masturbating. In 
the past she has had several courses of ECT and in 
recent years various regimens of drug therapy with 
little benefit. 

The patient was placed on chlorprothixene and 
no change was noted the first week of treatment. 
Subsequently, she began to complain of headaches, 
which were unusual for her. However, she seemed 
to become somewhat less withdrawn, more talkative 
and there were less manifestations of sexual activ- 
ity. Some improvement in her behavior was noted. 
Two weeks after medication was discontinued, her 
condition remained unchanged. 


Since the compound had been described as 
having antidepressant activity, all the cases 
in this study where there were some mani- 
festations of depressive symptomatology 
were evaluated as to the effect in this area. 
These were cases 2, 7, 11, 12, 15, 20, 23, 24, 
25 (see Table I). Of these there were only 
three (Nos. 2, 7, and 11) out of the 9 cases 
who showed a degree of improvement which 
could be considered moderate. 


Case #7. Patient displaying moderate improve- 
ment especially in the area of depressive symptoma- 
tology. 

A 56-year-old white female admitted in 1956 with 
a diagnosis of chronic brain syndrome with psychotic 
depressive reaction. Later a pattern resembling 
undifferentiated schizophrenic reaction emerged. 
She remained tense, apprehensive with much psy- 
chomotor retardation. Frequently there would be 
episodes in which she would appear very depressed 
and agitated. She soils often and remains isolative. 
Attempts to interview her were unproductive since 
she answered only briefly or not at all. In spite of 
this she gave the impression of being alert, aware 
of what was taking place but was unable to relate 
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because it was too threatening to her. In her past she 
had received ECT with various courses of drug ther- 
apy, tranquilizers and antidepressants, with no par- 
ticular effect. 

During the first week of chlorprothixene therapy 
she showed some change in her general behavior 
and habits. She stopped soiling, became more re- 
laxed, and started to gain some weight. As treat- 
ment continued she seemed to show signs of being 
less retarded, slept better and showed occasional 
moments of cheerfulness. Two weeks after the drug 
was discontinued she started to regress. She was 
placed back on drug therapy with some improve- 
ment and arrangements were made to transfer her 
to a better ward. 


There were 13 patients who showed min- 
imal or no change. These were cases Nos. 
1, 3, 6, 9, 12, 13, 15, 18-24. There were six 
cases Nos. 1, 4, 10, 14, 16, and 25 who ap- 
peared to get worse as indicated by some ex- 
acerbation of their symptomatology. 

There were relatively few complications 
observed. These were an episode of vomit- 
ing in one patient, two patients complaining 
of headache and two of sleeplessness. 


Discussion 


The relatively few cases in our study dem- 
onstrating a response which could be con- 
sidered moderate were at variance with the 
reports of Madsen and Ravn! which indi- 
cated that 62 per cent of schizophrenic pa- 
tients treated with the compound showed 
a favorable response. Kruse* reported fa- 
forable results in a group of 30 female pa- 
tients. Of these, 10 were manic-depressives; 
8 involutional depressions, 6 schizophrenics 
with marked and persistent depressive fea- 
tures and 6 were reactive depressions of the 
psychoneurotic category. Eleven of the 30 
patients showed excellent response and were 
able to leave the hospital on extended vis- 
its. The seven acute cases (6 psychoneurot- 
ics and 1 manic-depressive) responded bet- 
ter than the chronic ones. Only five (2 
manic-depressive and 3 involutional depres- 
sives) of the 23 chronic cases could be classi- 
fied as excellent results. As to dosage, Kruse 
stated that a few patients responded satis- 
factorily to dosage of 100 mg. daily; most 
of them needed 150 mg. Further increases 
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up to 400 mg. daily helped only in two cases 
and did not help in six. 

This difference in result may have been 
due to the more chronic nature of our pa- 
tients. It may be due also to the fact that 
ours is a group of patients who have re- 
mained in the hospital as treatment failures 
in spite of exposure to a variety of drug 
therapy regimens. Whether higher dosage 
would have been more effective seems un- 
likely since other investigators’ studying 
this compound have not observed a greater 
therapeutic effect with high doses. It is the 
impression of these investigators that the 
antipsychotic and antidepressive effect of 
this compound in chronically ill schizo- 
phrenic patients is of a minimal nature. It 
does not seem to offer any advantages over 
the drugs already available in this area of 
treatment. 


Conclusion 


Chlorprothixene administered in a dosage 
range of 100 to 200 mg. daily to 25 chron- 
ically ill schizophrenic patients over a 4 to 
5 week period brought about a symptomatic 
improvement which could be considered 
moderate in 20% ; minimal or no change in 
56% and some intensification of the exist- 
ing symptomatology in 24%. On the basis 
of these findings in the dosage employed the 
value of this compound as an antipsychotic 
and antidepressive agent in the chronically 
ill psychotic patient is considered to be of a 
minimal] nature. 
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A Clinical Trial Study of Trifluoperazine 


NINA KATERYNIUK, M.D., and CHARLES W. Morris, M.D. 


Introduction 


Stelazine, a brand of trifluoperazine, is one 
of the most potent phenothiazine compounds 
available at the present time. According to 
numerous publications, it is more effective 
in small doses, has a more rapid onset of 
action and a more intense effect on various 
psychotic symptoms, Stelazine is reportedly 
about 10 times as potent as chlorpromazine, 
measured in terms of tranquilizing activity. 
There is a narrow range between the thera- 
peutic doses of this drug and the slightly 
higher ones which may cause untoward side 
effects. Its therapeutic value is motivated 
by the idea (based on experimental study 
and clinical observations) that the more po- 
tent the phenothiazine derivative, the fewer 
side effects it produces. Although the side 
effects of Stelazine still present an area of 
serious consideration and require special 
management, no reactions such as agranulo- 
cytosis or jaundice were reported in clinical 
use of the drug. In comparison with other 
phenothiazine derivatives, Stelazine is said 
to have less sedative and hypnotic proper- 
ties. It is recommended for treatment of all 
types of psychotic disorder, however, with 
an emphasis that Stelazine acts specifically 
and rapidly to bring about the disappearance 
of hallucinations and delusions. It is also 
supposed to aid in activating withdrawn, re- 
sistant and lethargic patients. The treat- 
ment of patients must be individualized and 
the physician must be prepared to deal 
promptly with Stelazine side effects (Par- 
kinson reactions, dyskinetic syndromes, and 
akathisia). A great deal of the success with 
Stelazine treatment depends upon the physi- 
cians’ knowledge of when and how to admin- 
ister it properly. 

Sixty-six patients, 31 men and 35 women 
were studied at Central State Hospital in re- 
gard to their progress during Stelazine treat- 
ment. Age varied from 17-77 years. The 


From Central State Hospital, Lakeland, Ky. 
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period of time considered extended from 12- 
293 days. 

The following table is an analysis of the 
group according to the number of patients, 
the dosage, and duration of Stelazine treat- 
ment: 


Month No. of Patients Dosage 
1958 December 2 15 mg. 
1959 January 4 15 mg. 
February 1 15 mg. 
March 0 
April 3 20 mg. 
May 7 11 mg. 
June 4d 25 mg. 
July 9 19 mg. 
August 20 17 mg. 
September 16 20 mg. 


Of these patients 59 were continued on 
Stelazine until September 30, 1959, the end- 
ing time of the study. The other seven pa- 
tients were taken off the drug before that 
date. 

Diagnostic categories represented in the 


group included: 
Male Female Total 


Diagnosis 
CHONCUPOSES © 1 2 
Involutional Psychotic Reaction 1 
Manic Depressive Psychosis ........... 1 
Mental Deficiency with Psychosis 2 0 
Chronic Brain Syndrome Associ- 

ated with Organic Brain Dis- 


Method of Study 


The group of female patients was selected 
at random, every other name from our total 
list. The male patients, selected in no par- 
ticular order, represent about 85 per cent of 
the total male list. 

In addition to assessment of each patient’s 
progress as described later, patients’ records 
or follow-up summaries were examined con- 
cerning the following: 

1. Length of time of Stelazine administration. 


2. Daily and total dosage (ave-age calculated per 
month). 


Bei 
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3. Other medicines and treatments concomitant with 
Stelazine treatment. 

4. Tolerance of drug with special attention to side 
effects. 

5. Any reason for termination of Stelazine treat- 
ment. 


The senior investigator discussed, person- 
ally, with the attending physicians the prog- 
ress of each of the 66 patients in the study. 
These main points received particular con- 
sideration in the discussion: 1) reason for 
choice of Stelazine, 2) general impression as 
to the therapeutic action of Stelazine, based 
on physician’s own experience. 

As is shown in tabulation of diagnostic 
categories, the great majority of patients 
consisted of schizophrenics. With only two 
exceptions, all of the patients had histories 
of prolonged hospitalization and belong to 
the chronic population of our hospital. Be- 
fore Stelazine treatment, they had been 
treated with other psychotropic drugs or by 
methods such as electroshock, psychother- 
apy, general hospital care, etc. 

The choice of Stelazine treatment was mo- 
tivated primarily by the subjects’ unsatis- 
factory response or failure to improve on 
previous treatment. The evaluation of pa- 
tients’ progress was done by comparative 
study of the symptomatology manifested be- 
fore, during, and at the end of Stelazine trial. 


The main area of attention centered on pa- 
tients’ behavior, attitudes, emotional status, 
content of thought, sleep and appetite. 


Classification of the Types of Responses: 


I. Significant favorable changes resulting 
in lessening or disappearance of undesirable 
symptoms during the course of Stelazine 
treatment were classified as follows: a) 
“markedly improved” the term involves 
change from pronounced deviation in one or 
more of the areas cited, with socially inap- 
propriate behavior, to a state in which the 
patient’s social behavior was appropriate 
(and sustained for a month or more); b) 
“improved” implies decrease of severity of 
symptoms with subjective “feeling better” 
and better adjustment to the routine man- 
agement; c) “slightly improved” indicates 
amelioration of certain symptoms only (such 
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as insomnia, etc.) without obvious change 
in the clinical picture as a whole. 


II. Unfavorable response includes “no 
change’’—i.e., no essential change in the 
symptomatology, lack of improvement or 
worsening of patients’ condition during 
Stelazine treatment (exceeding 2 weeks 
trial) is classified as follows: a) ‘‘doubtful’” 
—uncertain or fluctuating improvement with 
transient short periods of diminution of 
some disturbing symptoms; b) no essential 
change; c) ‘“worse’”—exacerbation of symp- 
toms and/or development of new undesir- 
able symptoms. 

Results obtained are enumerated in the 
following tables: 


Favorable Response: 


AMPYOVED 5 
Unfavorable Response: 


No discernible relationship was observed 
to exist between diagnostic categories and 
individual response to Stelazine. 


Discussion 


A group of 66 patients, predominantly 
chronic schizophrenics, were treated with 
Stelazine at Central State Hospital for a pe- 
riod ranging from 12 to 293 days. Of these 
patients 25 responded favorably; the thera- 
peutic effect in 41 other patients was nega- 
tive or doubtful. Ten patients from the total 
group began to manifest severe side effects 
such as Parkinson’s syndrome, difficulty in 
swallowing, drowsiness, extreme restlessness, 
irritability and akathisia. Artane, Cogen- 
tin and occasionally barbiturates were re- 
quired as supplementary treatment to con- 
trol the symptoms. Eight schizophrenic pa- 
tients showed marked transient reactivation 
of psychotic manifestations during the ini- 
tial period of Stelazine treatment. These pa- 
tients’ final responses justified their classi- 
fication as “improved.” Three patients show- 
ing satisfactory responses to Stelazine re- 
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fused to take the medicine because of a sub- 
jective feeling described as extremely upset- 
ting and contributing to patients’ restless- 
ness or insomnia. In five patients classified 
after their progress as “worse,” Stelazine 
was discontinued after the undesirable symp- 
toms (reactivated psychosis), persisting 
over a period of 10 to 12 days, could not be 
controlled by addition of sedatives. All of 
these patients were later helped by electro- 
shock treatment. 


One physician taking care of geriatric 
patients observed that old schizophrenic pa- 
tients became more communicative on Stela- 
zine treatment. Some of these patients who 
remained, as a rule, in the back of the ward, 
and completely withdrawn from their sur- 
roundings, began to move around, ask ques- 
tions and participate in group activities. 
When these patients were temporarily taken 
off Stelazine on a few occasions (no supply 
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available), they asked the physician for 
“the medicine.” Other physicians felt that 
although some of their patients showed most 
remarkable improvement on Stelazine treat- 
ment, these subjects had responded simi- 
larly to other psychotropic drugs, notably 
chlorpromazine, 

No allergic skin manifestations were ob- 
served among the subjects treated with Stel- 
azine. 
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An Unusual Reaction to an MAO Inhibitor 


J. TUPIN, M.D. 


Psychopharmacology and its clinical ap- 
plication has made great strides in the last 
decade. There is little room for doubt that 
this is the area that offers the most promise 
of rehabilitating our vast number of psy- 
chiatrically ill, The rapidity with which 
new drugs have appeared is astounding and, 
as yet, we have but scanty knowledge of 
their mode of action, benefits and toxicity. 
For example, the monoamine oxidase inhib- 
itors only recently have had wide spread 
clinical usage in psychiatry and presentation 
of this case affords cn cpportunity to review 
some of the pertinent literature and point 
out a possible serious side effect to one, 
phenelzine. 


Case: I.D., a 45-year-old white married female 
was admitted to the hospital on September 23, 1960, 


From The Department of Neurology and Psychi- 
atry, University of Tex*s Medical Branch, Galves- 
ton, Texas. 


with unilateral, idiopathic paralysis agitans and a 
variety of depressive manifestations. 


Her illness began one year prior to admission with 
right sided muscular rigidity, cramps in right calf 
and shoulder, stooped posture, shuffling slow gait 
with the right arm carried in a flexed, fixed posi- 
tion, and slow deliberate speech. Minimal confu- 
sion and recent memory disturbance had been noted 
by the family, as well as restricted thought content 
and extremely repetitious conversation. These symp- 
toms showed moderate, steady increase with but 
transient improvement on various medications. 


Shortly after the onset of her illness, she ex- 
perienced decrease in appetite, loss of interest, and 
had periods of crying. When she was admitted 
these were accentuated and she was also express- 
ing self depreciatory ideas. A diurnal mood swing 
and a sleep disturbance were noted at that time. 
She denied thoughts of suicide. There was no his- 
tory of hypertension, cardiovascular disease, cen- 
tral nervous system infection, or trauma. Family 
history did not reveal similar illnesses. 

On admission it was noted that she cried fre- 
quently with apparently depressed affect, express- 
ing ideas of unworthiness, ate poorly, and pre- 
sented a poor sleep record. 


: 
: 
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The general physical examination was within nor- 
mal limits. 

Neurological examination revealed a slow delib- 
erate gait, decreased right arm associated move- 
ment, right sided passive resistance, plastic rigid- 
ity with cogwheel phenomenon in both right upper 
and lower extremities. Additional findings were: bi- 
lateral ankle clonus, right lower extremity spas- 
ticity, nonrhythmical coarse bilateral tremor, hy- 
peractive deep tendon reflexes, bilateral Hoffmann’s 
reflexes; great toe extensor responses were equiv- 
ocal. The remainder of the neurological examina- 
tion was within normal limits. 

X-ray of the skull and chest were normal. The 
EKG revealed frequent PVC’s as a _ trigeminal 
rhythm and negative T waves in V,-V,. She had 
a normal waking and sleep EEG. Routine urinaly- 
sis, CBC, Serum Bromide, BUN, and Cholesterol, 
were within normal limits. L.E. preparations and 
Schwartz-Watson studies were negative. PBI was 
6.3 micrograms per cent. CSF studies were normal 
except for the protein, which was 82 mg.%. 

One week after admission, October 1, 1960, she 
was started on phenelzine, 30 mg. t.i.d. Subse- 
quently, on October 5, 1960, she was given phenox- 
ene, 50 mg. b.i.d. She received no other “suspect” 
medications. This was continued with no apparent 
change until the afternoon of October 12, 1960, 
twelve days after phenelzine was begun, when she 
was noted to have an elevation in temperature which 
over the next 24 hours gradually increased to 107.2 
degrees, rectally. At the outset she exhibited in- 
creased patellar and ankle clonus, bilateral Babin- 
ski responses, confusion to semi-stupor, urinary in- 
continence, tachypnea, and profuse perspiration. Her 
pupils were moderately contracted and reacted to 
light. The remainder of the physical examination 
was normal and no evidence of infection was found. 
Within 18 hours the previously increased muscular 
rigidity progressed to the point of bilateral board- 
like, extensor spasm with mild opisthotonos and 
trismus. This lasted 24 hours and then gradually 
subsided. She was totally unresponsive during this 
time. Her pulse was never above 120 and her blood 
pressure was normal throughout the episode. 

Laboratory studies during this acute phase con- 
sisted of cerebrospinal fluid analysis, serum electro- 
dytes, blood counts, serum calcium and phosphorous, 
blood urea nitrogen and urine analysis. These stud- 
ies were not remarkable and all were within normal 
limits except for the cerebrospinal fluid protein 
which continued to remain above 80 mg.%, and a 
minimal increase in the CO, combining power. 

Management included antipyretics, ice packs, al- 
cohol sponging, antibiotics and intravenous fluids. 
Temperature was kept below 105 degrees with these 
measures and began dropping in 12 hours. It re- 
turned to normal levels in 48 hours, and she became 
responsive and with fair orientation. Energetic 


fluid administration, consisting of 6500 cc., was nec- 
essary to balance the perspiration losses the first 
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24 hours. In spite of this large fluid intake, her 
urine output remained less than 250 cc. during that 
time. We felt this was because of the massive 
losses via perspiration; 72 hours after the onset she 
again became disoriented, experienced bizarre vis- 
ual hallucinations and increased depressive symp- 
toms. This lasted 24 hours. 


An arteriogram performed on October 14, 1960 
was normal. No relaxation occurred with the gen- 
eral anesthetic. (For completeness, a pneumoen- 
cephalogram was dcne on October 25, 1960 and was 
normal. ) 


The rigidity, depression, and confusion gradually 
subsided, and she was restarted on phenoxene, 50 
mg. twice a day, which was increased to 50 mg. 
four times without incident to date of dismissal two 
weeks later. There were no sequelae and she was 
essentially as she had been on admission. 


Since the discovery of monoamine oxidase 
by Hare’ in 1928, there has been continuous 
interest in its physiological action.* It has 
been repeatedly demonstrated to be active in 
the oxidation of various amines. It has been 
studied with interest, especially in the me- 
tabolism of 5-hydroxytryptamine,** epineph- 
rine’ and norepinephrine.® It is found in the 
brain with the hypothalamus exhibiting the 
highest concentration.‘ 


Iproniazid was one of the earliest potent 
monoamine oxidase inhibitors,* and cer- 
tainly has been studied more exhaustively 
than any other. Therefore, some inferences 
will have to be drawn from its actions, since 
some of the data are not yet available on 
phenelzine. Repeated demonstrations of its 
effectiveness in wivo, have been made.’ 
Also, many other compounds, including 
phenelzine,‘ are known to be active in vivo. 


Shore’? demonstrated increases of sero- 
tonin and norepinephrine in the rabbit brain 
after a large single dose of iproniazid and 
prolonged administration of smaller doses. 
Phenelzine increases the mouse brain sero- 
tonin content, and Chessin"™ pointed out that 
activity was present for one to three weeks 
after a single dose. A parallel decrease in 
the monoamine oxidase activity was noted. 
Iproniazid shunts epinephrine into an alter- 
nate metabolic pathway’ and increases the 
amount excreted in the urine.’* There is evi- 
dence that some actions of epinephrine are 
not potentiated.'® 


‘ 


1961 


Although serotonin does not cross the 
blood-brain barrier, its precursor, 5-hydroxy- 
tryptophane does. 

Potentiation of the central pyretogenic 
and stimulation effects of 5-HTP and DOPA 
has been reported with both iproniazid® 
and JB-516 (PIH)." 

Studies*® of the effect of 5-HTP on dogs 
and cats, following administration of ipro- 
niazid, revealed tremor, increased resistance 
to passive movement, sympathetic stimula- 
tion, extensor twitches, rigid plastic exten- 
sion, sedation following initial stimulation, 
and increase in nasal, salivary and lacrimal 
secretions. Acute toxicity of phenelzine’ 
in mice was characterized by CNS stimula- 
tion, with hyperactivity, piloerection, saliva- 
tion, lacrimation and convulsions. It should 
be pointed out that inhibition of monoamine 
oxidase potentiates certain drugs.*! Epi- 
nephrine increases the rigidity and exag- 
gerates the tremor of parkinsonism by an 
unknown central action.” 

Davis** has grouped the toxic reactions of 
monoamine oxidase inhibitors into three 
classifications. 


1. Overstimulation of mental and physical 
activity. 

2. Potentiation of drugs. 

3. Liver toxicity. 


Clinical studies have reported side effects 
of phenelzine*'**: 

Anemia, leukopenia, rash, constipation, 
hypotension, transient impotence, nausea, 
warmth, dry mouth, ankle edema, hyperna- 
tremia, drowsiness, dizzyness, ataxia, eupho- 
ria, overactivity, vomiting, muscular stiff- 
ness, profuse perspiration, excitement. 


Sainz*’ has noted that phenelzine is toxic 
in doses greater than 50 to 75 mg. orally 
four times daily. The entire syndrome of 
hyperepinephrinemia is produced at that 
level. One of the earliest reports of tox- 
icity to monoamine oxidase inhibitors was 
by Susbac*’ who was using iproniazid as an 
antituberculous agent. He had two cases 
which at the time of induction of general 
anesthesia exhibited hyperreflexia, clonic 
muscular contractions, bilateral Babinski re- 
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sponses, tachycardia, hyperventilation and 
temperature to 106.5 degrees. A subsequent 
report*’ of toxicity noted agitation, delirium, 
clonic convulsions, hyperthermia, flushed’ 
face, dry skin and dilated pupils. These 
symptoms followed the intramuscular injec- 
tion of 25 mg. of imipramine hydrochloride 
in a patient who was taking phenelzine. A 
suicide attempt*' in which twenty-five 15 mg. 
tablets were taken resulted in dilated pupils, 
delirium, restlessness, progressing to semi- 
coma, hyperflexia, muscular spasticity, tris- 
mus, excess Salivation, and urinary incon- 
tinence. 


Discussion 


The production of the picture seen in this 
case may have been due to several interact- 
ing factors. It is necessary to consider the 
precursors of serotonin and epinephrine, as 
well as these substances themselves as pro- 
ducers of the symptoms. In addition, alter- 
nate pathways of metabolism that come into 
use when monoamine oxidase is blocked, 
make it possible that a metabolite not ordi- 
narily in the brain may have been respon- 
sible. Since it is known that parkinsonism 
is aggravated by epinephrine, and much of 
our patient’s picture was an exaggeration of 
her previous findings, it is reasonable to 
surmise that the parkinsonism was a predis- 
posing factor. The possibility that organic 
brain disease involving other areas, may 
have a Similar effect, should also be kept in 
mind. 


The concomitant administration of other 
drugs is known to produce severe reaction. 
There is the possibility that phenoxene con- 
tributed to the reaction in some way but it 
seems unlikely. It certainly should be em- 
phasized that inhibition of monoamine oxi- 
dase potentiates the action of numerous 
drugs. Reserpine is known to release sero- 
tonin and epinephrine in the brain and to 
produce excitement following monoamine ox- 
idase inhibitors and, therefore, should be 
used cautiously with them. 

Finally, it seems that administration of 
phenothiazines, known serotonin antago- 
nists, might be helpful in the management of 
similar reactions. 


fe 
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Author’s Note: 
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I am indebted to Dr. Hamilton 


Ford for his critical review of this paper and per- 
mission to report the case, which was his private 
patient. 
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In 1939 the author! described the first organiza- 
tion in the United States of ex-patients of a psy- 
chiatric hospital. This organization was founded 
in December 1934 by a group of ex-patients of the 
Hastings Hillside Hospital, Hastings-on-Hudson, 
New York, a 41-bed charitable psychiatric hospital. 
The 30 charter members chose the name, ‘“‘The Wen- 
der Welfare League,’ for Dr. Louis Wender, “in 
honor of the director of the hospital who was re- 
sponsible for our recovery.’ To be a member of 
the Wender Welfare League was considered an 
honor. Membership in the organization was open 
to ex-patients and their immediate relatives. How- 
ever, a few doctors, nurses, an occupational thera- 
pist and members of the office staff who had very 
close contact with the patients, became members by 
invitation. The preamble of the constitution read: 
“The purpose of the Wender Welfare League shall 
be to promote the welfare of the Hastings Hillside 
Hospital; to aid in the continuance and extension 
of the humane work for the relief and care of men- 
tal illness; to assist those who were formerly pa- 
tients in the hospital or who, having had members 
of their immediate families as patients, have a com- 
mon basis for joining in a movement to promote 
mental health.” 


In April 19386 the League secured a State char- 
ter, changing its name to the League for Mental 
Health, Inc. At that time there was a member- 
ship of 300 covering a wide range, economically and 
socially, similar to the patient population at the 
hospital, such as a Ph.D., professional people, arti- 
sans, marginal wage earners, shop keepers and 
artists. They were held together by their common 
experience and interest in the work. There were 
regular monthly meetings in mid-town New York 
City and about 150 members would attend a meet- 
ing which was partly devoted to business, followed 
by entertainment and refreshments. A four page 
bulletin was published. The League promoted a 
program of useful activity, adapted to the needs of 
the hospital and its patients, arranging bi-weekly 
entertainment and refreshments for the patients. At 
these hospital functions these recovered patients 
served as a source of encouragement to those un- 
dergoing hospitalization. An annual field day was 
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held at the hospital during which patients and ex- 
patients competed in games. The members of the 
League had an intimate knowledge of the hospital 
and its needs, and thus the money raised was spent 
wisely in providing additional hospital facilities and 
comforts. Many discharged patients became mem- 
bers of the League and found a hearty reception in 
the group. In it there was some medium for so- 
cial expression. In many instances discharged pa- 
tients reported that the League helped tide them 
over the difficult period when they found them- 
selves alienated from former friends and former 
interests. 


The question arose as to what prompted ex-pa- 
tients in 1934 to conceive and carry out this type 
of organization which was a radical idea at the 
time. I believe it was accomplished because the 
hospital had only 41 beds and it was conducted 
along simple lines. Financial and social status af- 
forded the patient no advantage, payments varying 
from nothing to a moderate fee. There were few 
paid employees outside the professional staff. Each 
patient was required to assume responsibility when 
able to undertake it. It was a stigma to be idle. A 
lawyer was eager to chop wood as did a fellow 
patient who had performed manual work. This com- 
mon participation in menial but necessary tasks 
tended to eliminate snobbish or superior attitudes 
and made the patients face fundamentals. There 
was intimate contact between staff members and 
patients. In addition to individual psychotherapy, 
group psychotherapy was also given. They met, 
not as strangers, but as friends who lived and 
worked together, and at these sessions their more 
intimate problems were worked through in a group. 
Thus besides having a deeper understanding and 
acceptance of their own problems they also were 
given a perspective and a less shrinking attitude 
towards the entire subject of mental illness. 


Throughout twenty-five years, as an invited mem- 
ber from its inception, I have been able to observe 
how these peoples’ attitudes have been affected per- 
manently. The existence of this League of ex-pa- 
tients marked a milestone in the progress of men- 
tal hygiene. It was the first organization in this 
country of ex-patients of a psychiatric hospital. The 
organization helped the adjustment of the dis- 
charged patient through the difficult transitional pe- 
riod when he needed to fully recover his normal 


F 
j 
4 cal 
1961 645 
wag 
4 
US 


646 


standing in society by receiving encouragement and 
sympathetic companionship. Furthermore, through 
these person to person contacts, each patient was 
an active participant in allaying the stigma of hav- 
ing had a mental illness. 

There are now a number of organizations of ex- 
patients of psychiatric hospitals and their friends 
among which may be mentioned, Recovery Incorpo- 
rated, Fountain House, Rockland Hospital Guild, 
and the Manhattan State Hospital Guild. 

In 1939 the Hastings Hillside Hospital moved its 
quarters to Glen Oaks, Long Island, and the name 
was changed to Hillside Hospital. Dr. Louis Wen- 
der, the first Medical Director of Hastings Hillside 
Hospital and of Hillside Hospital, resigned as Medi- 
cal Director in 1943. Later the Bridge (Hilda and 
Israel Strauss League) was organized at the Hill- 
side Hospital. This latter organization has a social 
worker and other workers provided by the Hillside 
Hospital. It is an expense of the hospital to keep 
the organization. Other organizations of ex-pa- 
tients of psychiatric hspitals, give to their members 
but the members give little in return. I am not de- 
riding other organizations of ex-patients of psy- 
chiatric hospitals which are subsidized, since these 
organizations are also essential in the reintegration 
of the patient after he leaves the hospital. I am in- 
dicating the uniqueness of the first organization of 
ex-patients of a psychiatric hospital. 


Although not connected with Hillside Hospital, 
the League for Mental Health continued its activi- 
ties and the members remained loyal to the League, 
continuing to function, always keeping in view its 
purpose as noted in the preamble of the constitu- 
tion: ‘‘to aid in the continuance and extension of 
the humane work for the relief and care of mental 
illness.” In 1944 it initiated the first evening men- 
tal health clinic at the Beth Israel Hospital, New 
York City, enabling people of low economic status 
to obtain help while continuing their daily work. In 
1945 it created a hospitalization fund which sub- 
sidized private institutional psychiatric care for 
people who required intensive and individual treat- 
ment available only in costly private hospitals. Such 
treatment was also not available at that time in 
state-supported institutions or general hospitals 
with psychiatric units. In 1952 it operated a sub- 
sidized psychotherapy plan and consultation service. 
A selected group of patients received treatment 
from a panel of psychiatrists at a minimum fee, 
one-half of which was paid by the patient and one- 
half by the League. The patients continued with 
their normal occupations and were treated in the 
offices of these psychiatrists. In 1956 it established 
the ‘Dr. Louis Wender Psychophysiologic Research 
Laboratory” at the Abraham Jacobi Hospital, as- 
sociated with the Albert Einstein College of Medi- 
cine. Recently the League initiated a Psychiatric 


Research Laboratory at the Psychiatric Depart- 
ment of the Hadassah Medical School, Hebrew Uni- 


versity in Israel. 
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In 1941 the League for Mental Health changed 
its constitution so that those interested in the field 
of mental health could join its organization. There 
is a present membership of over five hundred. Al- 
though a number of the original members have 
died, the main work of the organization is still car- 
ried on by the group of early members. The League 
has always depended on membership dues and fi- 
nanced its projects chiefly through contributions 
from members and fund-raising activities. It is not 
subsidized by any individual or foundation. Volun- 
teers do all the work. There are no salaried em- 
ployees or paid activities. The only operating costs 
are printing, mailing, office rent and meeting room 
expenses. 

What has prompted these ex-patients to keep the 
League functioning and why has the League for 
Mental Health remained fuctioning for the past 25 
years without any subsidies whatsoever? At the 
Hillside Hospital, Hastings-on-Hudson, there pre- 
vailed a non-favoritism and democratic milieu plus 
the loyalty and enthusiasm of the entire hospital 
staff, ranging from the kitchen help, gardener, at- 
tendants, nurses, occupational therapist, social 
worker and residents, to the Director. The Direc- 
tor, Dr. Louis Wender, gave himself fully to the 
patients, and even made rounds as late as 9:00 or 
10:00 P.M. He represented the good omnipotent 
father. In addition, individual and group psycho- 
therapy played a prominent role. In individual psy- 
chotherapy the patient was made aware of his un- 
conscious conflicts, his unwarranted and/or inad- 
equate hostile behavior and/or his helpless depend- 
ent attitude with sexual immaturity from unre- 
solved infantile conflicts and aspirations. The dy- 
namics of group psychotherapy?. through intellec- 
tualization, patient-to-patient transference, cathar- 
sis and group interaction, helped the patients to 
understand family group living and working out 
the early infantile frustrations and inadequacies. A 
positive group transference was established similar 
to the positive transference in individual psycho- 
therapy. Although treatment is successful and the 
ex-patient is said to have worked through his trans- 
ference situation, being symptom free and function- 
ing in a normal manner, yet a vestige of a positive 
transference always remains. The former patient 
will speak highly of his psychiatrist and recommend 
others to him. If any difficult situation may arise 
he may telephone the psychiatrist months to years 
after therapy had been terminated, to ask for ad- 
vice. Such individual positive transference, which 
I believe can last for a lifetime, also occurs in 
groups. This phenomenon has occurred with the 
League for Mental Health. Thus with individual 
psychotherapy, group psychotherapy and the milieu 
of the 41-bed hospital, the patients became inde- 
pendent and mature, learning to live and give ra- 
ther than receive and demand. These patients, with 
no grudge, no resentment and no repressed hostil- 
ities, became mature and are able to express their 
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ego strivings and obtain libidinal satisfaction by 
giving instead of taking. These ex-patients have 
remained active in the League because they ad- 
vanced to maiurity at Hastings Hillside Hospital, 
and with the vestiges of a positive transference, 
persisted in their loyalty to the League these 25 
years. 


Summary and Conclusion 


(1) The activities for 25 years of the first or- 
ganization of ex-patients of a psychiatric hospital 
and the psychodynamics are described. 


(2) Private psychiatric hospitals and state hospi- 
tals should emulate Hastings Hillside Hospital in 
their follow-up club or ex-patients’ organization so 
that the dependent ex-patient can become independ- 
ent, outgoing, and giving instead of receiving. 


1749 Grand Concourse, New York 53, N. Y. 
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Discussion on Dr. Friedman’s Paper 


LOUIS WENDER, M.D. 


To better understand how the Welfare League 
came into being, I shall try to elaborate the setting 
from which it stemmed. I was fortunate to have 
had the opportunity in 1927 to organize the Hastings 
Hillside Hospital for voluntary, borderline mental 
patients. The hospital was a pilot project and I 
was given a free hand to carry out my philosophy 
of therapy in a mental institution. Since this was 
a pilot project, no chronic psychotics or severely 
disturbed patients were admitted. The entire popu- 
lation consisted of borderline schizophrenics, mild 
depressions and severe psychoneurotics. Admissions 
were determined only by the suitability of the pa- 
tient to respond to psychotherapy. Financial con- 
siderations were secondary. We had no investi- 
gators to look into financial means of the family. 
Rates varied from nothing to $25.00 a week. Treat- 
ment and assignments to rooms were determined 
by the patients’ needs and not by what they paid. 
All patients were treated alike, irrespective of social 
or economic status. This afforded a real democracy 
within the hospital; the mixing of professional peo- 
ple, students, small business men, housewives etc. 
Nurses, occupational therapists, doctors and the di- 
rector himself were all part of this community and 
not remote individuals. Patients were not numbers; 
they were treated as part of the social structure. 
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The whole set-up stressed the worth of the indi- 
vidual—not verbally but consistently through atti- 
tudes and practices. They were made to think that 
they were part of the hospital and that the hos- 
pital was theirs. It was their home. Thus, they 
began to help with the cleaning and gardening, 
made objects for decoration of the hospital in oc- 
cupational therapy, and were allowed to cook one 
day a week, even make up their own menu. This 
was in addition to arranging their own entertain- 
ment and publishing an intra-mural newspaper. 

Our patients were not different from the border- 
line type admitted elsewhere. As is well known, 
neurotics are infantile, demanding and when their 
demands are not met, they feel frustrated. They 
are the people who, on the outside, feel they did not 
get enough satisfaction, felt frustrated and intro- 
jected the libido upon themselves. 

Through individual therapy but more through 
group psychotherapy, which I started in the early 
30’s, the entire running of the hospital became 
geared to engender in the individual patient a sense 
of being a person accepted by the group. It gave 
him a place in this little community where he had 
been rejected on the outside. As a matter of fact, 
one of the ideas of group psychotherapy which I 
have evolved over the years is based on the propo- 
sition that the individual in his early life has not 
been able to express himself in the small group 
(the family); that he is rejected by the family and 
thus the feelings of frustration and _ insecurity 
started, he introjected his libido upon himself. In 
Hastings Hillside we endeavored to relieve the pa- 
tient of his old fixations and feelings of rejection. 
Here the patient found himself accepted, able to 
express himself without being punished. Then his 
ego development started. He began to learn to 
extrovert and give of himself instead of being the 
infant-demanding and taking. 

The idea of an ex-patient organization was con- 
ceived by a few discharged and recovered patients. 
At first they visited the hospital, provided enter- 
tainment, games and, as finances permitted, pur- 
chased furniture for the old hospital. The spirit 
of this group became stronger with the result that 
most of the patients who left Hillside Hospital 
asked to join the League, not only for the purpose 
of seeing their old friends, but for the spirit of giv- 
ing of themselves to a cause in which they felt very 
important. As the group grew, it began to meet 
regularly on the outside and its activities spread in 
various directions. At one time, not only did the 
members help patients recently discharged with re- 
habilitation through companionship, but also with 
loans to carry them over until they could obtain 
employment. They established a Thrift Shop to re- 
habilitate patients not working for the first few 
months, to get them out into the world of reality. 

Members of the staff were invited to the meet- 
ings, but the initiative remained in the hands of 
the ex-patients. The accomplishments of the League 
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in the past 25 years include the establishing of a 
loan fund, a revolving hospitalization fund, subsidiz- 
ing psychiatric care by the private physician with 
the patient choosing his own psychiatrist, and a gift 
of $10,000.00 to the Hillside Hospital for a play- 
ground. At present, the League has gone out into 
other ventures in establishing a psycho-physiologi- 
cal laboratory at the Albert Einstein Medical School 
and recently a research fellowship in the Hadassah 
Medical School in Israel. 

The League members, people of modest means 
and many of them with limited educational back- 
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ground are pioneers in the field of psychiatric after- 
care. Now there are many similar organizations, 
sponsored by professionals in the field, or by civic- 
minded members in the community. Now, Hillside 
has an organization called ‘The Bridge.” There is 
also the Fountain House and a number of less well- 
known projects. But the League still retains the 
distinction of being the oldest organization in the 
field: an entirely self-financed, self-directed enter- 
prise of former patients and their relatives, who, 
through their own positive experience, have sought 
to enable others to find themselves. 


The following are abstracts of the other papers read at the meeting. These papers will 
be reported in full in subsequent issues of Diseases of the Nervous System 


Ambulatory Maintenance by 
Electrocoma Therapy 


Ten Year Follow-up of Fifty Patients 
Treated in a Private Office 


EMERICK FRIEDMAN, M.D. 


In accordance with the developing philosophy of 
extramural care of mental illnesses a program of 
maintenance therapy was conducted under office 
conditions. Fifty patients, suffering from classical 
psychoses or disabling psychoneurosis, were treated 
and studied for an average of ten years. Their pre- 
vious histories had shown repeated hospitalizations 
and continued invalidism for years. Modalities of 
electrotherapy were administered intensively for 
several weeks and then gradually tapered off in 
frequency while psychotherapy was given. 


By establishing a proper therapeutic locale in a 
private office, and by developing rapport with pa- 
tients and their families, a background of protec- 
tiveness and tolerance could be established. Under- 
standing of problems by the patient and family de- 
veloped as well as recognition of premonitory reac- 
tions. Ready accessibility of the therapist at these 
times for psychotherapy, electrocoma, or indicated 
combinations thereof was an important factor. A 
certain, almost periodic, build-up of tensions was 
frequently encountered and could be prevented by 
suggestions or somatic measures. In this manner 
of ambulatory therapy these patients were main- 
tained on satisfactory and productive vocational, 
social and marital levels despite poor prognosis and 
prior histories of hospitalizations and continued in- 
validism. 


Attending Psychiatrist, Memorial Hospital, Al- 
bany, N. Y., and Acting Chief Consultant, Mar- 
shall’s Sanitarium, Troy, N. Y. 


American Psychiatry 


Current Practices and Views in 
Psychopharmacology 


BRIAN C. CAMPDEN-MAIN, M.D., and 
THELMA J. CAMPDEN-MAIN 


The data reported in this paper are based on re- 
sponses to a mail survey conducted by the authors 
in May 1960 of members of the American Psychi- 
atric Association. This paper discusses the psychi- 
atrist’s attitudes and views towards psychopharma- 
cology, the relationship between his attitudes and 
his practices, and the medications or combinations 
of medications that he prescribes. 

Psychotherapy is clearly the commonest thera- 
peutic approach, being used by 98% of the survey 
respondents. Psychopharmacotherapy is the second 
commonest procedure: 82% of the respondents re- 
port using tranquilizers and 72% using antidepres- 
sants. Sedatives were used by 53% and other drugs 
by 39%. Between 60 and 65% indicate that they 
rarely use group psychotherapy, psychoanalysis or 
EST. The authors discuss and interpret these and 
other findings in detail. 

A complete statistical description of the sample 
is given. 


Parenteral Niamid in Depressions 
H. BECKETT LANG, M.B., F.A.C.P. 


This is a preliminary report on the use of Paren- 
teral Niamid in patients with depressive reactions. 

The method of treatment was intravenous using 
2.5% glucose in 1000 cc. 45% normal saline as the 
vehicle at the rate of 500 cc. per hour. The Niamid 


dosage was 250 mg. in 20 cc. distilled water. One 
case received 500 mg. in 20 cc. distilled water. <Ad- 
ministration was by low Y intravenous tube. The 


rate of Niamid solution was 2 cc. per minute. 
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Blood pressures were recorded before intravenous, 
at the start of Niamid injection, then every 2% 
minutes until completion, then every 15 minutes un- 
til completion of intravenous solution. 

Patient selection was based on 1) failure to re- 
spond to high oral dosage, 2) previous treatment 
with electroconvulsive treatment and moderate re- 
sponse with relapse, and 3) refusal to accept elec- 
troconvulsive therapy. 

Diagnoses were neurotic depressive reactions, 
manic depressive, depressed and schizo-affective de- 
pressions. 

Patients must remain in bed until blood pressure 
has returned to normal. Paradoxical rises can oc- 
cur but a hypotensive reaction within five minutes 
after the Niamid injection is the usual finding. 

Side reactions consisted of two severe orthostatic 
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hypotensive reactions, two transient oedemas of 
feet and two transient febrile reactions. Parkin- 
sonism, akathisia or dystonia did not occur. In one 
case SGOT rose to 62 units but was normal on dis- 
charge. 

All 16 patients, 13 females, 3 males showed “re- 
versal” of their depressive reaction within five to six 
day. The schizo-affective patient required supple- 
mentary electroconvulsive treatment because of per- 
sistent delusions. One patient, after three intrave- 
nous treatments, had to be changed to intramuscu- 
lar because of difficult veins. 

Based on present observations, Parenteral Nia- 
mid, intravenous or intramuscular, provides another 
modality of therapy for depressive reactions but 
does not replace electroconvulsive therapy. This 
study is being continued. 


Book Reviews 


DISEASES OF THE INTERVERTEBRAL DISC. Reu- 
ben Rabinovitch, B.A., M.Sc., M.D. Charles C. 
Thomas, Springfield, Illinois, 1961. 152 pp. $8.50. 


This monograph was written in an attempt to find 
evidence for the hypothesis that “some systemic dis- 
ease of connective tissue structures in general and 
of disc cartilage in particular may be the true cause 
for multiple alterations, both in discs and in their 
adjacent ligamentous and bony structures,’ since 
mechanistic interpretations have been often insuffi- 
cient to explain these. The author presents among 
others case histories of four patients (two with 
post-morted control) with changes at almost all 
disc levels, where no causal agent could be found. 
He speculates on possible metabolic and infectious 
conditions as possible important factors. 

Experimental work with monkeys is reported; 
pathological findings (including biochemical and 
physiochemical changes) offer valuable criteria for 
further research. 

Of clinical importance is author’s description of 
the foramen intervertebrale, with the changing re- 
lationships at different levels between the nervo- 
root anchorage zones and the posterolateral tip of 
the disc. He prefers and suggests the concept of 
an interpeduncular canal rather than intervertebral 
foramen. The book contains a short analysis of 
literature on the pathogenesis of disc disease. 

For summary, it provcs merely the necessity for 
further investigative work, and outlines some of 
the criteria and possible methods. 

Although interesting in this regard, it leaves the 
reader somewhat disappointed, since more elabora- 


tions as to the causal relationships with systemic 
disease were expected and only speculations offered. 


Cornelius Boelhouwer, M.D. 


MEANING AND METHODS OF DIAGNOSIS IN 
CLINICAL PSYCHIATRY. Thomas A. Loftus, 
M.D. Philadelphia: Lea & Febiger, 1960. 169 pages. 
$5.00. 


This is a different and extremely valuable con- 
tribution. It is unique in that it stresses a shar- 
pening of diagnostic acumen rather than merely 
furnishing descriptions of symptoms. It should be 
of particular value to the generalist or non-psy- 
chiatrist who seeks a firm foothold in psychopa- 
thology and is not too concerned with the different 
schools of psychiatric thought. Speculation and 
theorizing are held to the barest minimum. 


A most valuable portion of the book is devoted 
to comparative case histories, where the diagnostic 
entities are charted side by side in tabular form. 
Another valuable section is the one on history-tak- 
ing. The author cites many examples where the 
wording of one’s questions makes for vast differ- 
ences in the patient’s responses. 

An interesting chapter is devoted to the various 
levels of cooperation of the patient. Ranging from 
the need for magic, to the parentifying level up to 
the self-reliant stage, the author provides examples 
of each in the patient’s attitude, thinking and be- 
havior. This information, if assimilated, should en- 
able the physician to understand and cope with some 
of the demands of difficult patients. 

Wilfred Dorfman, M.D. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 
Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PATRICK J. QUIRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


ing: 
© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WhHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-patients 

Pm ad a homelike environment with separate building units and special cottages—air-con- 
one 

A complete neuropsychiatric “gow and treatment center including a department of _. 

ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 

coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, M.D. FRED H. JORDAN, M.D. 

JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 

JACKSON H. SPEEGLE, M.D. LUDLOW M. PENCE, M.D. 
Neurology Psychiatry 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 


trained personnel. 
OCONOMOWOC, WISCONSIN 
PHONE LOGAN 17-5535 


EUGENE FRANK, M.D. OWEN OTTO, M.D. LEROY A. WAUCK, PH.D. 
WILLIAM C. JANSSEN Medical Director Clinical Psychologist 
LOREN J. DRISCOLL, M.D. JOSEF A. KINDWALL, M.D. 


Consultant 
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FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 
A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry 


OSCAR ROZETT, M.D. _ THOMAS R. PROUT, JR. 
Medical Director Administrator 


50 BEDS HILLCREST HOSPITAL Est.190 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein, F.A.P.A. 
P I N E W O O D Dr. Louis Wender, F.A.P.A. ee 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County - Route 100 - Katonah, N. Y. - Tel.: Central 2-3155 


A competent sixty bed hospital, psychoanalytically oriented but using multi-disciplinary approach. 
Patients admitted for ‘‘short-term’’ therapy or more prolonged study. Additional facilities for 
O.P.D., Day Center Therapy and consultation. Weekly clinical conferences open to the profession. 
A.P.A. members may receive staff privileges and treat their own patients. 
New York City Offices 
DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4-3700 


DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone 3-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest privaté sdnitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


GEORGETOWN, MASSACHUSETTS 


HALL-BROOKE 


GREEN FARMS, CONN. 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


DALLAS 11, TEXAS 


HILLCREST HOSPITAL 
(formerly The Retreat, Inc.) 


DES MOINES 12, IOWA 


ELMLAWN (The Wilgus Sanitarium) 


ROCKFORD, ILLINOIS 


PINEWOOD 


KATONAH, NEW YORK 


FAIR OAKS 


SUMMIT, NEW JERSEY 


RING SANATORIUM 


ARLINGTON, MASSACHUSETTS 


FAIRVIEW SANITARIUM 


CHICAGO, ILLINOIS 


ROGERS MEMORIAL HOSPITAL 


OCONOMOWOC, WISCONSIN 


FOREST SANITARIUM 


DES PLAINES, ILLINOIS 


ST. CLAIR HOSPITAL 


DETROIT 14, MICHIGAN 


GLENSIDE 


BOSTON 30, MASSACHUSETTS 


ST. JOSEPH SANITARIUM 


DUBUQUE, IOWA 
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Calms the ‘Tense, Nervous Patient 


In anxiety and depression 


The outstanding effectiveness and safety with which 
Miltown calms tension and nervousness has been 
clinically authenticated by thousands of physicians = 
during the past six years. This, undoubtedly, is one Clinically proven 
reason why meprobamate is still the most widely ' 

prescribed tranquilizer in the world. in over 750 


Its response is predictable. It will not produce published studies 
unpleasant surprises for either the patient or the 
physician. Small wonder that many physicians have 


awarded Miltown the status of a proven, depend., | Acts dependably — 


without causing ataxia or 


able friend. altering sexual function 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. agranulocytosis 


Supplied : 400 mg. scored tablets, 200 mg. 


sugar-coated tablets; bottles of 50. Also as : 

MEPROTABS®—400 mg. unmarked, coated ©) Does not muddle 

tablets; and in sustained-release capsules as « ) the mind or affect 

MEPROSPAN®-400 and MEPROSPAN®-200 
normal behavior 


(containing respectively 400 mg. and 
200 mg. meprobamate). 


A) WALLACE LABORATORIES 
Cranbury, N. J. 


CM-5642 
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